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Report of an Outbreak of Bornholm Disease, 
with Isolation of Coxsackie B5 Virus: 
Toronto, 1958’ 


D. E. RYDER, M.B., Ch.B., D.P.H.,27 FRANCES W. DOANE, B.Sc., 
AUDREY ZBITNEW, R.T., and 
A. J. RHODES, M.D., F.R.C.P.(Edin.), F.R.S.C. 


|) rennet July and August 1958 an outbreak of Bornholm disease (epidemic 

myalgia or pleurodynia) occurred in a suburb of Toronto. A total of 
sixteen family groups was studied, comprising nearly thirty cases of the 
disease. Laboratory investigation revealed that many of the patients were 
infected with Coxsackie virus B5. 


CLINICAL FEATURES 


The clinical features are listed in Table 1. Certain features are worthy of 
special comment. The onset was usually acute, with fever to 103°C, and 
pain in the chest, abdomen, or in both sites. The pain was severe, stabbing, 
and aggravated by coughing or movement. Chest pain was often localized to 
the lower anterior part of the thorax, on either side. In five patients, the pain 
was referred to the shoulder, and in two patients to the mid-scapular region. 
The pain was associated with muscle tenderness, especially in the lower 
anterior intercostals and upper parts of the rectus abdominis and external 


oblique muscles. Fever was minimal during the day, and rose in the late 
afternoon. 





‘From the Department of Microbiology, School of Hygiene, University of Toronto. 
Assisted by funds allocated by the Province of Ontario under the National Health Grants 
Program of the Department of National Health and Welfare, Ottawa. 

*Squadron Leader, Royal Canadian Air Force. Present address: Training Command 
Headquarters, RCAF Station, Trenton, Ontario. 
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The duration of the illness varied from 1 day to 22 days. The illness tended 
to be of shorter duration in younger children (about 7 days) than in older 
children and adults (12 days). Complications occurred in two patients only, 
one having otitis media, and the other a mild bronchopneumonia. Relapse 
occurred in four patients. The pain and fever returned after 3 or 4 days. In 
each case, however, the symptoms were less severe than in the initial phase, 
and were of shorter duration. 


TABLE I—OvtTBREAK OF BORNHOLM DISEASE, TORONTO, 
1958: INCIDENCE OF CLINICAL FEATURES IN 27 PATIENTS 








Number 

Clinical features of Patients Incidence 
Fever 27 | 100% 
Gastro-intestinal upset 23 | + 85% 
Lassitude 20 74% 
Thoracic pain 18 67% 
Abdominal pain 18 67% 
Soreness and redness of throat 12 45% 
Headache 11 41% 
Cough 5 18% 
Neck stiffness 3 11% 
Photophobia 3 11% 
Enlargement of cervical glands 3 11% 
Conjunctivitis 2 7.5% 
Macular rash 1 3.7% 





EPIDEMIOLOGY 


The area in which the outbreak occurred lies about 20 miles east of the 
center of Toronto. The earliest of the 27 cases studied occurred in a village 
situated in the center of the township. From the dates of onset it would appear 
that the disease spread in a centrifugal fashion to the rest of the township, 
and into the adjacent areas. From the distribution of cases, it would seem that 
direct contact was the most likely mode of spread of infection. 

The incubation period was short, varying between three and five days. In 
only one household out of a total of 16 studied were all the members of the 
family affected. Multiple cases occurred in three other families. 


LABORATORY STUDIES 


Specimens. Stool specimens were received from all 27 patients. A 10% stool 
suspension was prepared in tissue culture medium containing penicillin, 
streptomycin, and mycostatin. Blood samples were collected on the first visit, 
and approximately two to three weeks later. Serum was separated and used 
for antibody studies. 

Isolation and identification of viruses. Tests for virus isolation were made by 
the inoculation of stool suspension into tube cultures of trypsinized monkey 
kidney or human amnion. All cultures showing a cytopathogenic effect were 
harvested and passed to a fresh set of cultures to establish the presence of a 
transmissible agent. Isolates were titrated, and the 50% end point calculated by 
the Karber method. 

Viruses were typed by testing with antisera to poliomyelitis, Coxsackie A9, 
and Coxsackie B1-5 viruses. In these neutralization tests, a dose of 100 CPDs50 
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of virus per 0.1 ml. was mixed with an equal volume of typing antiserum, 
containing at least 20 antibody units per 0.1 ml. Serum-virus mixtures were 
left at room temperature for one hour, then inoculated in 0.2 ml. amounts 
into three monkey kidney tube cultures. Final readings were made five days 
later. 

Inoculation of suckling mice. Four strains were inoculated into suckling 
mice 24 hours of age. Inoculation was by the intracerebral route (0.02 ml. per 
mouse ) and the subcutaneous route (0.03 ml. per mouse). Mice to be examined 
histologically were killed with chloroform, and fixed in Bouin’s fixative; the 
appropriate areas were then sectioned, and stained with hematoxylin and 
eosin. 

Antibody studies. Acute and convalescent phase sera were tested at fourfold 
dilutions against 100 CPD;9 of homologous virus. Sera were inactivated at 
56°C. for 30 minutes, then mixed in suitable quantity with an equal volume 
of virus. After one hour at room temperature, the serum-virus mixtures were 
inoculated in 0.2 ml. amounts into four monkey kidney tube cultures. Readings 
were made three and five days later. The 50% neutralizing antibody titer of the 
serum was calculated from the final reading. 


RESULTS 


Virus isolations. Stool specimens from each of the 27 patients were inoculated 
in monkey kidney tube cultures; virus was isolated from 21 of these specimens. 
The CPDso titer of these strains ranged from 10~* to 10~**°. Six virus strains, 
from patients #120, 122, 123, 134A, 137, 137B, first isolated in monkey 
kidney cultures, were also isolated by inoculation of cultures of human amnion 
epithelium; the viruses appeared to produce cytopathogenic changes more 
slowly in human amnion than in monkey kidney cultures. Seven strains, from 
patients #122A, 122B, 124B, 136, 137, 137C, 138, in the form of monkey 
kidney tissue culture fluid, were also passed to HeLa cell cultures: six pro- 
duced a cytopathogenic effect within 24 hours, but one (from patient #136) 
produced no cytopathogenic changes within five days. 

Characteristics of virus infection in suckling mice. Four different strains of 
virus (from patients #120, 126, 135, and 136), in the form of monkey 
kidney tissue culture fluids, were inoculated intracerebrally or subcutaneously 
into one day old suckling mice. Mice became ill within two to three days, 
showing tremor, weakness, and swelling of the interscapular fat pads. Histo- 
logical sections were made of several mice, and lesions in the brain, fat pads, 
and muscles typical of Coxsackie B infection were found. 

Serologic typing of virus. Four strains of virus, from patients #120, 121, 
126, 135, were typed in monkey kidney tissue cultures with antisera to Cox- 
sackie viruses Bl, 2, 3, 4, and 5, and a pool of poliomyelitis antisera to Types 
1, 2 and 3. All four strains were neutralized by the Coxsackie B5 antiserum 
only. Accordingly, the remaining 17 virus strains were typed against Coxsackie 
B5 antiserum only; sixteen were neutralized by this serum, but one was not 
(patient #136). On further study, this virus was found to be a Coxsackie B4 
strain. 


Neutralization tests with patients sera. Neutralization tests were carried out 








268 CANADIAN JOURNAL OF PUBLIC HEALTH Vol. 50 


on acute and convalescent phase sera collected from ten patients who were 
found to have excreted virus in the stools. The homologous strain isolated 
from the patient was used, in an amount of 100 CPDs5o. It will be seen from 
Table II that paired sera from eight patients showed either a significant rise 
in neutralizing antibody to the homologous virus, or a high level in both acute 


and convalescent phase sera. No antibody was demonstrated in either phase 
serum of two patients. 


TABLE II—NEUTRALIZATION TESTS WITH PAIRED SERA OF PATIENTS: OUTBREAK OF 
BORNHOLM DISEASE, TORONTO, 1958 


’ 















































Serum 
50% neutralizing 
Patient’s Age Coxsackie virus Days after onset antibody titer to 
No. (years) isolated from stool blood collected ° homologous virus* 
120 | 28 B5 4 <1:2 
23 | 1:45 
121 12 | B5 2 <12 
20 <1:2 
122 11 Bd 9 1:4 
27 1:36 
123 28 B5 9 1:22 
27 1:45 
124A 24 B5 9 <13 
22 <1:2 
126 14 B5 4 1:4 
19 1:45 
127 8 B5 9 1:16 
28 1:22 
135 15 B5 7 1:8 
18 1:26 
137A 30 B5 10 <1:2 
22 1:11 
136 36 B4 2 <1: 
14 1:16 





*Expressed in terms of the final dilution of serum. Tests prepared with 100 CPD» of 
homologous virus. 


DIsCUSSION 


During the past 10 years many reports have described the association of 
Coxsackie Group B viruses with outbreaks of Bornholm disease. Since 1949, 
strains of Bl (references 1, 5, 12, 17, 21), B2 (references 4, 11), B3 (references 
2, 3, 6, 8, 9, 10, 13, 18, 20) and B4 (references 15, 22) have been incriminated 
as the etiological agents in this disease. 

The first report of Coxsackie B5 virus in association with myalgia was made 
in 1958 by Rubin et al. (16), who investigated an epidemic of aseptic menin- 
gitis in Iowa in 1956. Of 115 patients studied, approximately one third had 
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symptoms of myalgia. Nine cases of epidemic pleurodynia in Southern Ontario 
in 1958 were studied by McLean et al. (14, 19). Virological findings showed 
Coxsackie B5 to be the etiological agent. In 1959, Gordon et al. (7) reported 
the isolation of Coxsackie B5 virus from an epidemic of pleurodynia which 
occurred in 1956 in California. 

The present paper deals with 27 cases of Bornholm disease from a suburb 
of Toronto. The isolation rate of Coxsackie B viruses was high (78%), with 
recovery of 20 strains of Coxsackie B5 and one strain of Coxsackie B4. Antibody 


studies gave evidence of a recent infection with the homologous virus in eight 
out of ten cases studied. 


SUMMARY 


An outbreak of Bornholm disease which occurred in a suburb of Toronto in 
the summer of 1958 is described. Investigations were carried out on 27 cases 
of the disease, from a total of 16 family groups. Coxsackie B5 virus was isolated 
from the stools of 20 patients, and Coxsackie B4 virus from the stools of one 
patient. Antibody studies gave evidence of a recent infection with the 
homologous virus in eight out of ten cases studied. 
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The Nova Scotia Department of Public Health’ 


J. S. ROBERTSON,? M.D., D.P.H. 


NOVA SCOTIA AS A PROVINCE 


OVA SCOTIA, one of the Atlantic provinces of the Dominion of Canada 

consists of two parts—the peninsula or mainland, and Cape Breton 
Island, now connected to the mainland by the Canso Causeway. Nova Scotia 
has a total area of 21,068 square miles. Its approximate length is 280 miles 
and the width varies from 50 to 100 miles. Cape Breton Island measures 
85 miles at its widest part. 

Nova Scotia has a moderate temperature. Its scenic beauty of woodlands, 
mountains, rivers, rocky coast line and its splendid sand and gravel beaches 
make it a highly attractive and popular summer resort. 

The four primary industries—mining, agriculture, fishing and forestry— 
provide large quantities of raw materials for manufacturing. Agriculture 
production is largely mixed farming with dairy products, live stock, grains, 
and field crops. Poultry farming has become successful in recent years. The 
Annapolis Valley is a renowned apple growing area. Cod, herring, salmon, 
mackerel, haddock, and lobster abound in the waters about the coast and 
the fisheries of Nova Scotia have always been active. 

High rainfall and even temperatures produce an abundant growth of spruce, 
pine, hemlock, birch, maple and balsam. The pulp and paper industry is of 
major importance. In the mining industry, coal is the backbone of the province 
and the coal deposits in Cape Breton Island rank amongst the largest in the 
world. Gold is mined intermittently as are copper, iron, manganese, lead and 
zinc. The gypsum industry has been important for years. 

The manufacturing consists chiefly of iron and steel, the by-product coke; 
pulp and paper; oil refining; fish curing and packing. 

The census of 1956 indicated a provincial population of 694,717. The 
population of Halifax (capital of Nova Scotia) was 93,301. Sydney had a 
population of 32,162; Glace Bay 24,416; Dartmouth 21,093; Truro 12,250; 
New Waterford 10,381; Amherst 10,301. There were 34 smaller towns with 
populations ranging from 8,731 (Sydney Mines) to 945 (Clark’s Harbour). 

The general death rate for 1957 was 8.5 per 1,000 population (Canada 
8.2); the birth rate 27.4 (Canada 28.3); the marriage rate 8.0 (Canada 8.3). 
The infant mortality rate was 27.2 per 1,000 live births (Canada 31) and the 
maternal mortality rate was 0.7 per 1,000 live births (Canada 0.5). The 


‘One of a series presenting the development and organization of public health in each of 
the provinces and the Department of National Health and Welfare of Canada. 
2Deputy Minister, Department of Public Health, Halifax, Nova Scotia. 
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Provincial Government estimates for public health expenditures for 1957-58 
totalled $8,505,505.00 and for social services $5,173,717.00. The total pro- 
vincial budget was $60,725,263.00. 


HISTORICAL HIGHLIGHTS 


1606—Outbreak of scurvy at Port Royal reported by Champlain; 44 of the 
population of 79 died of this disease. 

1694—-Epidemic of smallpox among the Indians of Acadia (Nova Scotia). 

1746—Epidemic of typhus during the summer. 

1749—Haemorrhagic smallpox at Louisbourg and Halifax. 

1761—An Act was passed which provided that vessels entering the port of 
Halifax with infected persons on board must anchor at least two miles 
from town, with a fine for violation of £100. 

1801—182 deaths from smallpox of which 138 contracted the disease in the 
ordinary manner and 44 from direct inoculation as the means employed 
in the prevention of smallpox. There were over 8,500 cases in Halifax 
alone. 

1802—Vaccination with cowpox first used in Nova Scotia by Dr. Joseph Bond 
of Yarmouth. 

1827—Outbreak of typhus with 800 deaths among the 11,000 inhabitants of 
Halifax. 

1832—Establishment of a Central Board of Health for the province. Acts were 
passed relating to contagious diseases, including quarantine. 

1833—Chapter 71 of the Act made provision for destroying by any constable 
“‘of dogs by whose bite the disease ‘canine madness’ may be occasioned”’. 

1834—First record of cholera in Nova Scotia with 20 deaths. 
1850—Authority to order a general vaccination of persons in any area to 
prevent the spread of smallpox. 

1852—Authority for the building of a ‘‘lunatic asylum”’. Nova Scotia Hospital 
was opened in 1858. 

1854—-Owing to the severe epidemic of cholera in Saint John, N.B., legislation 
was enacted authorizing the building of a city hospital in Halifax. This 
later became a provincial and city hospital and the forerunner of the 
present Victoria General Hospital. 

1861—Incorporation of the Medical Society of Nova Scotia. 

1862—Provision was made for the appointment of a medical officer for the 
city of Halifax. 

1866—Establishment of quarantine station at the port of Halifax. 

1889—The Central Board of Health was established, consisting of the Premier, 
the Hon. W. S. Fielding; Attorney-General, the Hon. J. W. Longley; 
and the Commissioner of Public Works, the Hon. C. E. Church. 

1894—Dr. W. H. Hattie was appointed provincial bacteriologist, establishing 
one of the earliest public health diagnostic laboratories. 

1904—The Central (Provincial) Board of Health was replaced by a Depart- 
ment of Public Health with Dr. A. P. Reid as Provincial Health 
Officer. Nova Scotia Sanatorium was opened with a bed capacity of 18. 
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1910— 


1917- 
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Dr. W. H. Hattie, provincial bacteriologist, was appointed Provincial 
Health Officer. Dr. A. G. Nicholls succeeded Dr. Hattie as provincial 
bacteriologist serving until 1926. 

December 6th—Halifax disaster occurred with more than 1,600 deaths. 


1918-19—Influenza epidemic as part of the pandemic of this disease with 


1919— 


1920- 


1921— 


1922— 


approximately 1,600 deaths. 

Legislation provided for the establishing of county health clinics and 
the employment of public health nurses. Miss M. E. MacKenzie was 
appointed superintendent of public health nurses. Authority was given 
for the division of the province into three health districts with divisional 
health officers and also a provincial inspector of health. 

Public health nursing course was established at Dalhousie University 
and the Canadian Red Cross Society provided scholarships and $25,000 
to maintain several nurses in the field for a year. 

Rural dental treatment program was commenced with the Nova Scotia 
Dental Association, the Nova Scotia Division, Canadian Red Cross 
Society and the Provincial Department of Health. 

Dr. A. C. Jost was appointed Provincial Health Inspector. 
Organization of Massachusetts-Halifax Health Commission under Dr. 
B. Franklin Boyer with funds subscribed by citizens of Massachusetts, 
the province and the city of Halifax, providing $75,000 yearly for five 
years. 

First divisional medical officer, Dr. A. C. Jost, was appointed. 

First county health clinic was opened in Windsor and by the end of the 
year ten clinics were functioning. 

A travelling tuberculosis diagnostic service was commenced. 

Venereal disease treatment centers were opened in co-operation with 
the Department of National Health in Halifax, Sydney, New Glasgow 
and later in three other centers. 

Halifax Tuberculosis Hospital was opened. 

Dr. W. H. Hattie resigned to become Dean, Faculty of Medicine, Dal- 
housie University. In his 28 years of service in the Provincial Depart- 
ment, he developed an effective organization and made great advances 
in tuberculosis control, established the public health nursing service 
and raised public health standards. 

Dr. A. C. Jost was appointed Provincial Health Officer and Dr. P. S. 
Campbell was appointed Divisional Medical Health Officer. 


1925—Bureau of Vital Statistics came under the administration of the Depart- 


ment of Health. 


1926—Dr. D. J. Mackenzie succeeded Dr. A. G. Nicholls as provincial patho- 


logist and director of public health laboratories. A new pathological 
building was opened. 
Appointment of the Nova Scotia Tuberculosis Commission. 


1928—Dr. G. A. MacIntosh was appointed Provincial Health Officer. 
1929—Dr. T. Ives Byrne was appointed Provincial Health Officer. 
1931—Department of Public Health became a separate unit of government. 
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The Provincial Health Officer became Deputy Minister of Health and 
Deputy Registrar-General. 

1933—Hon. Dr. Frank R. Davis was appointed Minister of Public Health and 
Welfare. 
Dr. P. S. Campbell was appointed Chief Health Officer and Deputy 
Registrar-General. 

1936—Division of sanitary engineering was established. 

1937—First full-time health unit was opened in Cape Breton Island with the 
co-operation of the International Health Division of the Rockefeller 
Foundation. Dr. C. J. W. Beckwith was named director of the unit. 

1938—Province-wide dental health education campaign. 
First portable X-ray unit was provided in the field of tuberculosis 
diagnosis. 
Enlargement of the western health division by the addition of Digby 
and Annapolis, Kings and East Hants with Dr. J. S. Robertson as 
Divisional Medical Health Officer. 
A provincial pathologist, provincial sanitary engineer and epidemiolo- 
gist-statistician were appointed. 

1940—Further health organization of the province through creation of two new 
divisions, the Northumberland and Fundy divisions, with divisional 
medical officers. 

1941—Atlantic division was established. 

1942—Routine X-ray examination of school teachers was commenced. 

1944—Dr. P. S. Campbell was appointed Deputy Minister of Health. 

1945—Division of Industrial Hygiene was formed. 

1946—Lunenberg-Queens division was established. 
Free sanatorium treatment for pulmonary tuberculosis was provided. 
Opening of Roseway Hospital in Shelburne as a provincial sanatorium 
with 130 tuberculosis beds. 
Division of Neuropsychiatry formed. 

1947—Dr. J. S. Robertson was appointed Assistant Deputy Minister of Health. 
Northumberland division was extended to include the northern portion 
of Colchester county and in the following year, Guysborough county 
was added. 

1948—National Health Grant program assisted in the development of pro- 
vincial and local health services. 
Cobequid division was formed with Colchester and Cumberland counties. 
Hon. Lauchlin Currie was appointed Minister of Public Health and 
Welfare on the death of Dr. F. R. Davis. 
Rehabilitation program for tuberculosis patients commenced. 
Division of Public Health Dentistry was established. 

1949—Point Edward Hospital providing 187 beds for the treatment of tuber- 
culosis was opened near Sydney. 

1950—Hon. Harold Connolly was appointed Minister of Public Health and 
Welfare. 


1951—Cape Breton Island was divided into two public health divisions. 
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Dr. P. S. Campbell retired, having given outstanding leadership for 28 
years. 

1952-—-Dr. J. S. Robertson was appointed Deputy Minister and Dr. G. G. 
Simms, Assistant Deputy Minister. 
A new vital statistics act was passed. 

1953-——Division of Nutrition was established. 

1955--The Hon. Geoffrey Stevens became Minister of Public Health and 


Welfare. 

1956—Hon. Richard Donahoe was appointed Minister of Public Health and 
Welfare. 

1957—Dr. J. S. Robertson served as Chairman of the Committee on Hospital 
Planning. 


Division of health grants was created. 
Director of health education was appointed. 
1959—Inauguration of the Provincial Hospital Insurance Plan. 


ORGANIZATION AND ADMINISTRATION OF PUBLIC HEALTH 


Public Health in Nova Scotia is presided over by the Minister of Public 
Health who is also Registrar General. He is an elected representative of the 
people. Under the Minister is the Deputy Minister who is also Deputy Regis- 
trar General. Assisting the Deputy Minister is the Assistant Deputy Minister 
and the Assistant Deputy Registrar General who directs the Division of Vital 
Statistics. 

The central office is situated in Halifax. Administration in the central office 
is divided among the following divisions: Health Grants, Tuberculosis Control, 
Rehabilitation, Nutrition, Environmental Hygiene, Mental Health, Dental 
Health, Public Health Nursing, Maternal and Child Health and Communicable 
Disease Control and Vital Statistics. 

For the purpose of public health administration at the local level, the 
province is divided into eight health divisions (or units). Each division is 
administered by a qualified divisional medical health officer. His staff con- 
sists of a nursing supervisor, public health nurses, nutritionist, qualified 
sanitary inspectors and the necessary office staff. 

In all areas of the province the municipal authorities are left with certain 
responsibilities under the Public Health Act. This Act provides that every 
municipality must have a board of health and a municipal health officer. With 
the exception of the City of Halifax, these posts are held on a part-time basis. 
The City of Halifax maintains a large active health unit administering all 
aspects of public health at the municipal level. 

The central office is also responsible for the operation of certain provincial 
laboratories located in Halifax. The Public Health Laboratories are directed 
by Dr. D. J. Mackenzie with the section of Virology under Dr. C. E. van 
Rooyen; the Pathological Laboratory by Dr. W. A. Taylor; the Laboratories 
of Bio-chemistry are directed by Frank Moya, Ph.D. In addition, the Depart- 
ment of Public Health operates a milk and water laboratory in Kentville. 

The central office also holds responsibility for the operation of four hospitals 
situated throughout the province; Nova Scotia Sanatorium near Kentville; 
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Roseway Hospital in Shelburne; Point Edward Hospital near Sydney; and 
the Nova Scotia Hospital in Dartmouth. 

The central office is responsible for the hospital construction grants, and 
the federal health grant program. Officials in the central office act as advisers 
on health matters to the Departments of Education and Welfare. 


Public Health Reorganization 1959 


During 1959 a reorganization of the Department will be taking place. The 
reorganization is affecting only the higher echelon of the Department. 

The first change noted is that the Board of Commissioners of the Victoria 
General Hospital and the Hospital Insurance Commission report directly to 
the Minister of Public Health. The Department of Public Health, through 
the Deputy Minister, is responsible to the Minister of Public Health. 

The next change noted is that the office of the Assistant Deputy Minister 
will disappear. In its place the Department will be divided into seven services: 
(1) Tuberculosis Control Services, (2) Mental Health Services, (3) Laboratory 
Services, (4) Office Services, (5) Consultative Services, (6) Health Unit Ser- 
vices, (7) Registration Services. Each service will be presided over by an 
administrator responsible for the services under him, and he will report 
directly to the Deputy Minister. In effect, this will reduce the number of 
individuals reporting to the Deputy Minister to seven. It is anticipated that 
this will lead to a closer co-ordination of related services as well as a more 
uniform division of labour at the higher administrative level. 


DivIsIONAL HEALTH SERVICES (HEALTH UNITs) 


As stated previously, Nova Scotia is divided into eight health divisions or 
units. These are staffed by provincial civil servants who are paid from pro- 
vincial funds. All of the divisions are the same in composition with minor 
variations. The divisional staffs promote positive health, provide preventive 
services and extend a welcoming and co-operative hand to any agencies, 
public, private or voluntary which are interested in health improvement. 

The divisions are: Atlantic, Lunenberg-Queens, Cobequid, Fundy, North- 
umberland, Western, Cape Breton North and Cape Breton South. The 
population varies widely from 46,981 in Lunenberg-Queens to 104,641 in 
Atlantic (Halifax County and Dartmouth—exclusive of Halifax City). 

The units are responsible for the following health measures: epidemiology, 
communicable disease control, venereal disease control, tuberculosis control, 
health education, school health, child and maternal health, and sanitation. 

Epidemiology and Communicable Disease Control. The divisional medical 
health officer is continuously aware of the incidence of disease in his division. 
In the event of an epidemic he is in a position to give guidance in control 
measures and expert advice on the treatment of contagious diseases. He also 
has access to expert consultative advice from the central office. Communicable 
disease control is associated with epidemiology and closely related to it. 

Venereal Disease Control. Emphasis is placed on case-finding and maintenance 
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of a case register. The supplying of drugs for treatment and the fee-for-service 
to the doctor is carried out by the divisional medical health officer. 

School Health. The program is under three major categories: (1) health 
education, (2) school health services, (3) school environment. Health education 
deals with health instruction and promotion of attitudes leading to desirable 
health protection and behaviour. This is mainly carried out by the workers 
in the field. 

School health services include health examinations, prevention and correction 
of physical defects, immunization, watching for signs of communicable diseases 
and handling illnesses and accidents. 

The school environment refers to efforts to provide healthful living con- 
ditions in the schools, e.g., adequate water supply, heating, lighting, etc. 


HEALTH GRANTS ADMINISTRATION 


With the inception of Federal Health Grants in 1948, the administration 
of these grants became a duty of the Assistant Deputy Minister. In December, 
1958, a separate Division of Health Grants was established. The total grant, 
exclusive of hospital construction and public health research, amounts to 
approximately one and a half million dollars. The Hospital Construction Grant 
for Nova Scotia consists of a federal annual allocation of $734,044, with a 
revote for 1958-59, of $982,031. This is a matching grant. In 1958, the govern- 
ment of Nova Scotia increased its grant portion to include a bonus of $1,000 


per hospital bed and a bonus of $250 per bed for living quarters for nurses 
and interns. 


TUBERCULOSIS CONTROL 


The advancement of tuberculosis control began in 1904. In that year the 
Nova Scotia Sanatorium was opened with a bed capacity of 18. Several years 
later in 1912, Lourdes Sanatorium, a private institution, was opened with a 
bed capacity of 15. It ceased to function in 1957 along with the tuberculosis 
units established in connection with general hospitals. 

A new development took place in 1920 when a travelling diagnostic service 
was inaugurated. In 1923, a full-time doctor was placed in charge. To meet 
the requirements of the number of tuberculosis patients diagnosed, the Halifax 
Tuberculosis Hospital with 60 beds was constructed in 1911. Ten years later, 
to meet the demand, the New Infirmary in connection with the Nova Scotia 
Sanatorium was opened. The same year, the first of the tuberculosis units in 
connection with general hospitals was opened. The tuberculosis death rate 
in 1931 was 102 and in 1952, it was 14, with a reduction of 86%. 

In 1932, 639 patients could receive sanatorium treatment. Some twenty 
years later, 1,831 patients were treated in specially staffed and equipped 
tuberculosis hospitals. In 1938, the first portable X-ray was provided for a 
divisional medical health officer, who was responsible for tuberculosis control. 


Just four years later in 1942, the routine X-raying of school teachers was 
inaugurated. 
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In 1946, Roseway Hospital, with 130 beds for the treatment of tuberculosis 
and 35 general hospital beds, was opened. In the same year, free treatment in 
sanatoria was initiated for patients suffering from pulmonary tuberculosis. 

A mobile X-ray unit was purchased with assistance from the Nova Scotia 
Tuberculosis Association in 1948. By 1952, some 40,000 X-rays had been 
taken on this machine. 

Point Edward Hospital near Sydney was opened in 1949 with capacity of 
187 beds for the treatment of tuberculosis. 

In 1950 the Department, in connection with the Nova Scotia Tuberculosis 
Association, set up a tuberculosis rehabilitation program. In 1952, a hospital 
admission X-ray program was inaugurated. Through federal health grants, 
admission X-ray units were installed in the Halifax Infirmary, the Colchester 
County Hospital, the Glace Bay General, and St. Joseph’s Hospitals. A 
photoroentgen unit had already been in operation at the Victoria General 
Hospital since 1949. Under this program all patients over the age of 15 years 
admitted to the hospital would have a free chest X-ray, the cost of whieh 
would be borne: by the province. 

The years of intensive tuberculosis case-finding, along with adequate hospi- 
talization and treatment of cases, have made gratifying reductions in the 
incidence of this disease. In the year ending March 31, 1957, the death rate 


from tuberculosis dropped to 6.3 per 100,000 as compared to 113.0 per 100,000 
in 1930. 


LABORATORY AND RADIOLOGICAL SERVICES 


This division came into being in June, 1954. Its purpose was to provide 
technical assistance in the utilization of the Laboratory and Radiological 
Grant as well as extension of laboratory services throughout the province. 
Dr. O. C. MacIntosh, trained in both pathology and radiology became head 
of this department. 

In 1956, the staff of this division was increased to include both laboratory 
and X-ray counsellors. Through the efforts of the division, hospital laboratory 
services were extended throughout the province. Uniformity of methods, con- 
trol of standards, and a higher standard of X-ray service throughout the 
province were effected. These improvements were assisted through the pro- 
vision of needed equipment and the training of personnel. 

With the advent of hospital insurance, the division was transferred to the 


Hospital Insurance Commission on January 1, 1959, as part of its standards 
control. 


VITAL STATISTICS 


In addition to its role as a collector of vital records, the division provides 
specific data on cancer, tuberculosis, communicable diseases, infant and 
maternal deaths to facilitate research and field programs. Data are provided 
to the public health nurses to assist in the inoculation and follow-up work 
among new-born children. Divisional medical health officers are provided with 
data to assist them in their public health programming. 
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The director of the division acts in an advisory capacity on committees, 
such as the provincial advisory committee on maternal and child health, and 
gives advice and guidance on the collection and application of data in various 
research projects. 


CHILD AND MATERNAL HEALTH 


This division is concerned with matters related to the health of the expec- 
tant and nursing mother, and to the health of infants, preschool and school 
age children. It acts in an advisory capacity to voluntary agencies engaged 
in this field. 

The division came into existence in 1954, with the assistance of the maternal 
and child health grant which had been made available by the federal govern- 
ment. An advisory committee on maternal and child health to the provincial 
Department of Public Health had been formed in 1953 under the chairmanship 
of Dr. H. B. Atlee, Professor of Obstetrics and Gynaecology, Dalhousie 
Medical School and this committee strongly recommended that the provincial 
Department of Health establish a division of maternal and child health. 

Since its inception, the staff of the division has consisted of a director, a 
nursing consultant, a secretary and an audiometer technician. Other con- 
sultants, an obstetrician and a paediatrician, have been added on a part-time 
basis. They can be called upon by the director to go to any part of the province 
to consult on maternal and child health matters. 

The objectives of the division of maternal and child health are: (1) To 
improve the quality of care given to mothers prenatally, natally, and post- 
natally; (2) To ensure that all infants and children receive the best possible 
health supervision and medical care, particularly in the new-born period. 

Preschool and school health services supplement the work of the family 
physician in the continuous research for defects which, if undetected, might 
lead to chronic illness, or develop into a future handicap. With these con- 
siderations in view, the division interests itself in the study of problems 
related to the physical and mental health of children of all age groups. 


PusLic HEALTH NURSING 


The year 1932 marked the beginning of a provincial public health nursing 
service, under the supervision of Miss M. E. MacKenzie. This service replaced 
the county nursing system started in 1921 which was not completely successful, 
largely due to the failure of municipal bodies to provide the necessary funds 
for its maintenance. It is interesting to note, however, that the initiation of 
public health nursing had its inception in Nova Scotia in 1909 when the first 
anti-tuberculosis society in Colchester County appointed a nurse to visit the 
homes of persons suffering from tuberculosis, and to instruct the patient and 
the family in methods of treatment and control of spread of the disease. 

Today, the staff of public health nurses in the province consists of approxi- 
mately 60 nurses and 8 supervisors, plus a superintendent of nurses. 
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DENTAL SERVICES 


The present division of dental services was formed January 1, 1950, with 
the appointment of a full-time director. Three mobile dental units to conduct 
educational and treatment services were organized in that vear. This service 
was limited to children under twelve years of age in remote rural districts. 
Dental units were installed in the three provincial sanatoria and the mobile 
unit staffs were employed in the tuberculosis sanatoria during the winter 
months. The increasing shortage of dentists in this province has prevented 
any further expansion of this service and makes it difficult to meet the growing 
annual demand. 

In June 1955 an educational and preventive dental program employing 
three dental hygienists was started in the Fundy, Cobequid and Cape Breton 
Health Divisions. These young ladies do dental examinations, clean teeth, 
give instructions in tooth brushing and make topical fluoride applications to 
prevent dental decay. The service is available in all counties to children up 
to Grade VII in villages and the smaller towns. 


NUTRITION 


The nutrition division was established in 1950 under the supervision of 
Miss Juanita Archibald, the first provincial nutritionist. The primary aim 
of nutrition education was “‘to assist as many persons as possible to under- 
standing the value of a nutritious diet and through educational means to assist 
them in obtaining the necessary foods’’. During the first years of the program 
emphasis was placed on the school child and the school lunch. Later, other 
phases were incorporated into the program such as food service visits to 
summer camps, demonstrations at cooking courses, food pricing and budgeting 
for needy families, nutrition courses for public health nurses and a food 
counselling service to hospitals and physicians. In 1956, approval was given 
for the appointment of a nutritionist to each health unit. The division now 
consists of a director, an assistant director and five nutritionists. 


HEALTH EDUCATION 


Health education is concerned with health instruction and the promotion 
of attitudes which will lead to intelligent, desirable health protection and 
behaviour. Health education has become a basic component of the health 


program of every division. To co-ordinate these efforts a health educator was 
appointed in 1958. 


MENTAL HEALTH 


The division of mental health was created in 1947. Prior to this time, the 
only significant service was the Nova Scotia Hospital which was operated 
originally by a board of commissioners and later by the Minister of Public 
Health. This institution is largely an active treatment center. Most of the 
chronic mental patients are in local municipal, mental hospitals. The Nova 
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Scotia Hospital has recently been enlarged and a new active treatment unit 
has just been put into operation. 

The division is responsible for the development of psychiatric clinics through- 
out the province. At present, there are five such clinics with a sixth in the 
process of formation. The Hospital Insurance Commission has zoned the 
province into nine districts and it is expected that eventually there will be 
one psychiatric clinic in each of the nine districts. 

The clinics are not operated directly by the Department of Public Health 
but are run on a co-operative basis by the Department and the local com- 
munities. There is a local board of management which is in full charge. The 
province pays approximately 90% of the costs. The system works very satis- 
factorily and all new clinics will be established on this plan. 

The division has general supervisory responsibilities over the municipal 
mental hospitals, and it provides consultative psychiatric services. Recently, 
legislation was enacted authorizing the province to pay one-third of the 
operating costs of those institutions which meet approved standards. Some 
of these institutions will meet these standards this year, while others are 
working toward that goal. There are nine of these institutions located in 


different parts of the province, the largest having a population of nearly six 
hundred. 


REHABILITATION OF DISABLED PERSONS 


The rehabilitation division was established in 1954 when a provincial 
rehabilitation co-ordinator was appointed under the ‘Co-ordination of 
Rehabilitation of Disabled Persons Agreement” between the National Depart- 
ment of Labour and the Provincial Department of Public Health. In addition 
to the co-ordinator, the division now includes two rehabilitation counsellors, 
one in Halifax and one in Sydney. 

Referrals for rehabilitation service are received from doctors, hospitals, 
clinics, public assistance services, voluntary agencies and from disabled 
individuals. Assessment of rehabilitation needs is made by a rehabilitation 
assessment team composed of two doctors, a vocational counsellor, a training 
specialist, an employment specialist and the co-ordinator. When medical 
information related to the rehabilitation plan is not adequate, consultations 
with appropriate specialists are arranged. 

Medical rehabilitation treatment, prosthesis, and other aids to physical 
restoration are available through the physical medicine department of the 
Victoria General Hospital, through the Nova Scotia Rehabilitation Centre, 
and in some cases through general hospitals. The rehabilitation division does 
not pay for individual treatment services. 

The rehabilitation division receives services and recommends projects for 
the training of medical rehabilitation personnel. Projects may include training 
in physiotherapy, occupational therapy, speech therapy, psychology, vocational 
counselling, and social work. 

Co-ordinated with the assessment and counselling services of the division 
are special facilities for training of the disabled. These are operated by the 
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division of vocational education in the Department of Education. Also 
co-ordinated, and receiving referrals for job placement, is the Special Place- 
ments Section of the National Employment Service. Work of the division is 
closely integrated with that of several voluntary organizations having special 
concern with persons with specific disabilities. 


ENVIRONMENTAL HYGIENE 


The field is very broad and includes supervision of milk supplies, public 
and private water supplies and treatment procedures, school sanitation, 
garbage and refuse collection and disposal, food manufacturing and handling, 
restaurants, housing, rural and suburban sanitation. Industrial hygiene 
includes the study and control of physical conditions which may affect the 
health of workers in industry and of residents living nearby. 

The sampling program includes the taking of samples and their examination 
at the laboratory or at a branch or regional laboratory by the division. This 
is a free service. 

When necessary, towns are encouraged to seek the services of the Depart- 
ment through the divisional medical health officer. He sends a sanitary in- 
spector to look into the difficulty and, if necessary, can request the consultative 
services of the Provincial Sanitary Engineer. Major changes or new con- 
struction for water supplies or sewage disposal systems cannot be made by 
any municipality without permission of the Minister of Public Health. 

The division also advises the central office, the health units, and the Board 
of Commissioners of Public Utilities regarding pasteurizing plants, raw milk 
plants and to some extent, milk producers. 

The first appointment of a sanitary engineer was made in 1936. The work 
then included supervision of public and private water supplies, sewage disposal, 
milk supply and pasteurization, restaurant sanitation and general sanitation. 

In 1953, the division was re-organized as the division of environmental 
hygiene, and expanded to include industrial hygiene. The staff consists of 
the director, who does the engineering work, a stenographer, and the co- 
operative services of a laboratory chemist and twenty-one sanitary inspectors. 
The latter are on the staffs of the health units of the Department but work 
in co-operation with this division. 


WELFARE SERVICES 


In the province of Nova Scotia, welfare services such as child welfare, 
social assistance, old age assistance, mothers’ allowance, blind persons’ allow- 
ance and disabled persons’ allowance are handled in a separate department, 
the Department of Welfare. The Department of Welfare is presided over 
by the Minister of Welfare, who is an elected representative. 








Illness as Seen by the Patient and 
by the Physician’ 


HARDING LE RICHE,? M.D., M.P.H. and 
W. B. STIVER,? M.D., D.P.H. 


N_ fee-for-service medical care the question of utilization assumes great 

importance. Even if fees for particular services remain constant, or increase 
but slightly, medical care plans expend increasingly larger sums because 
patients tend to use medical services more now than they did even a few years 
ago (1). The increases are particularly high for office calls and hospital calls due 
to non-surgical conditions. Surgical and obstetrical procedures are commonly 
paid for in a lump sum for the particular operation or procedure, regardless of 
the number of hospital calls required. The point has now been reached where 
rates for most surgical and obstetrical conditions are within the realm of 
actuarial predictability. A situation may develop where both prepaid medical 
care plans and insurance companies could be forced to insure only these re- 
latively predictable situations (2). In the present paper we propose to examine 
the picture of disease as described by patients in the 1950-51 Canadian Sick- 
ness Survey (3), and to relate it to the picture of disease as seen in 1954 by 
practising physicians in a prepaid medical care plan in Ontario (4). From this 
we hope to find trends in regard to future utilization, on the assumption that 
comprehensive prepaid plans for medical care will continue to cover all items 
of service. 

In table I a comparison is made between reported illness as seen by the 
patient in the Canadian Sickness Survey,.and as seen by all physicians, 
specialists as well as general practitioners, in a sample of a prepaid medical 
care plan, Physicians’ Services Incorporated, 1954, in Ontario. The Canadian 
Sickness Survey was carried out for one year, commencing in the autumn of 
1950. Trained lay enumerators visited a sample of approximately 10,000 
households throughout each of the ten provinces, in metropolitan, small urban 
and rural areas. Information was obtained by monthly personal interviews of 
a household informant, usually the housewife. On the first visit the enumerator 
left a special calendar designed to help the informant keep a detailed daily 
record of current illness. In most cases fourteen monthly visits were made to 
each household. The survey data which we discuss represent a picture of 
episodes of illness as seen by, and reported by patients, not by physicians. 
Their statements were later coded by trained personnel of the Dominion 
Bureau of Statistics in Ottawa. 


\Presented at the Jubilee Meeting, Canadian Public Health Association. held in Montreal, 
Que., June 1-3, 1959. ; nae . : 

Professor, Department of Public Health, School of Hygiene, University of Toronto, Toronto 
5, Ont. 


3Medical Director, Physicians’ Services Incorporated, 2221 Yonge St., Toronto 7, Ont. 
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The diseases and conditions recorded by physicians are from a 2% sample 
study of the records of Physicians’ Services Incorporated during 1954. We 
have assumed that the disease picture for the P.S.I. Ontario population in 1954 
is comparable with the Canadian picture for 1950-51. 

In the first section we will place these conditions, or the group of conditions, 
in which many more episodes of illness are reported by the patients than are 
seen by the physicians. These are: infective and parasitic diseases, diseases of 
the respiratory system, diseases of the digestive system, symptoms, senility 
and ill-defined conditions. 


TABLE I—DtsEasE EpisopEs AS SEEN BY THE PATIENT AND AS SEEN BY THE PHYSICIAN, 
PER 1,000 PERSONS PER ANNUM 


Canadian Sickness PS. 





Survey 1950-51 2% Sample 1954: 
Class of Illness Reported by Patients Treated by Physicians 
1. Infective and parasitic 120 44 
2. Neoplasms 9 26 
3. Allergic, endocrine, metabolic and nutritional 35 49 
4. Blood and blood-forming organs 9 28 
5. Nervous system and sense organs 100 105 
6. Circulatory system 55 63 
7. Respiratory system 1,342 397 
8. Digestive system 197 127 
9. Genito-urinary system 47 112 
10. Deliveries and complications of pregnancy, 
childbirth and puerperium 33 38 
11. Skin and cellular tissue 55 113 
12. Bones and organs of movement 62 64 
13. Other diseases 6 37 
14. Symptoms, senility, ill-defined 307 73 
15. Accident, poisoning, violence 130 109 
2,508 1,385 





In the second group are those conditions in which there is no great difference 
between episodes reported by the patient and the physician. These are: 
diseases of nervous system and sense organs, diseases of the circulatory system, 
deliveries and complications of pregnancy, childbirth and the puerperium, 
diseases of bones and organs of movement, accidents, poisoning and violence. 

In the third group physicians reported more episodes than were recorded by 
patients. These are: allergic, endocrine, metabolic and nutritional diseases, 
diseases of blood and blood-forming organs, diseases of the genito-urinary 
system, diseases of skin and cellular tissue, neoplasms, “‘other diseases’. 

The detailed classifications used in the Canadian Sickness Survey and in the 
medical care plan study are not in all cases identical. Consequently, certain 
regroupings have had to be made to ensure comparability, and when this was 
not possible, certain items have not been discussed. The detailed code numbers, 
based on the International List, are shown in the basic publications from which 
our data are drawn. 

As far as infectious diseases are concerned, and taking into account that the 
epidemic situation in the whole of Canada in 1950-51 differed from the popula- 
tion of a medical care plan in Ontario in 1954, the figures suggest that a sub- 
stantial volume of minor infectious disease is not at present referred to 
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physicians. For instance, the following are sickness episode rates per 1,000 
persons per annum, for a few infectious diseases: 


1950-51 1954 





Sickness Survey Medical Care Plan 
Disease Rate per 1,000 persons per annum 
Whooping Cough 7.2 1.04 = 
Measles and German Measles 39.9 4.69 
Chickenpox 19.7 3.25 
Mumps 20.7 3.12 





The following table shows reported cases for these diseases in Ontario and 
for Canada, in 1951 and 1954 (5). 











1951 1954 
Disease Ontario Canada Ontario Canada 
Whooping Cough 2,980 8,889 5,272 11,600 
Measles 29,293 61,300 9,728 36,850 
Chickenpox 21,930 46,637 16,672 37,745 
Mumps 12,925 35,189 10,052 26,908 





There were more cases of measles, chickenpox and mumps notified in 
Ontario and the whole of Canada in 1951 than in 1954. This may account for a 
proportion of the differences between cases reported by the patients and 
numbers treated by physicians. 

As expected, there are many episodes of illness of the respiratory system 
which are minor, as the next list shows. 











1950-51 1954 
Sickness Survey Medical Care Plan 
Disease Rate per 1,000 persons per annum 
Acute nasopharyngitis (common cold) 668 .4 44.65 
Acute pharyngitis, tonsillitis and quinsy 80.5 81.49 
Influenza 471.9 50.90 
Pneumonia 10.1 16.66 


Bronchitis 34.6 77.58 











From these figures, it would appear that physicians in the plan see about one 
common cold in fifteen, one case of influenza in ten, and the same proportion 
of acute pharyngitis and tonsillitis as reported by the patient. Physicians 
diagnose a larger proportion of more serious conditions such as pneumonia and 
bronchitis. This is exactly as one may expect. But it is equally clear that in 
this group many more patients could go to a physician should they feel they 
should do so, or if they have been educated to do so. 

Should an increasing number of patients with colds or minor attacks of 
influenza, for instance, decide to visit their physicians, such increased services 
could vastly increase the costs of the prepaid plan without concomitant 
advantage to the patient. The subscription rates will merely increase even 
more rapidly than at the present time. 
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It will be noted in table I that in the Canadian Sickness Survey, 197 separate 
illnesses of the digestive system are reported as against 127 in the medical care 
plan. Of the 197, 38.7 illnesses were due to disorders of teeth, not treated by 
medical practitioners. Comparable conditions in this section are as follows: 


1950-51 1954 














Sickness Survey Medical Care Plan 
Disease Rate per 1,000 persons per annum 
Diseases of buccal cavity and oesophagus 5.2 11.58 
Disease of stomach and duodenum 97.9 29.68 
Disease of liver, gallbladder and pancreas 19.3 10.93 
Appendicitis, hernia of abdominal cavity, intestinal 
obstruction 12.4 18.61 


The medical care plan rate does not include the item “‘intestinal obstruction”’, 
an uncommon condition. As is reasonable, physicians would diagnose com- 
plicated situations like appendicitis and hernia more accurately than the 
patient would report to an interviewer. Conversely, patients would probably 
tend to blame their own livers more often than can be medically justified. 
Many mild digestive upsets would not be medically treated, while one would 
expect physicians to find mouth and oesophageal lesions more often than 
patients would report. 

That people would report a high proportion of vague symptoms of ill- 
defined conditions is understandable. In this group patients reported 307 
episodes as against 73 per 1,000 seen by physicians. It is in this group that 
many psychogenic physical manifestations will be found. But in this group 
also, there would be a proportion of serious conditions which only skilled 
medical knowledge could separate from the trivia of minor ailments. 

In the group of conditions in which there is fairly close correspondence 
between rates of illnesses reported by patients and episodes treated by 
physicians, the following comparable conditions are from diseases of the 
nervous system and sense organs: 


1950-51 1954 
Sickness Survey Medical Care Plan 
Disease Rate per 1,000 persons per annum 
Neuralgia and neuritis 13.1 15.36 
Inflammatory diseases of eye 20.8 17.83 
“Other” diseases and conditions of eye 7.2 10.02 
Diseases of ear and mastoid process 37.0 50.38 





The correspondence between patient reports and medical treatment of 
neuralgia and neuritis and disease of the ear and mastoid process is close, 
especially if we remember that small children cannot say whether they have an 
otitis media or not. Conditions such as these must be found by medical 
examination. 

The section “‘other diseases and conditions of the eye’’ is mainly surgical, 
and serious eye disorders like glaucoma, cataract, detached retina and 
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dislocated lens. Here also, as in most items in this section, the correspondence 
between what patients report and which receive treatment in the medical care 
plan is close. 


When we consider diseases of the circulatory system, we find the following 
situation: 


1950-51 1954 


Sickness Survey Medical Care Plan 
Disease Rate per 1,000 persons per annum 





Diseases of heart without hypertension, rheumatic 


fever 22.0 16.52 
Hypertensive disease 13.5 14.84 
Diseases of veins and arteries, varicose veins and 

haemorrhoids 19.3 31.24 





_ — = aa 


There is surprising agreement between what patients report and what 
physicians treat in these sections. Physicians treated fewer episodes of heart 
disease than patients reported. In this category there is great overlap between 
the soma and the psyche, and no doubt this influences patients when they 
describe their symptoms to an interviewer. The difference in the section on 
veins and arteries can probably be accounted for by reluctance to discuss 
haemorrhoids, or possibly even varicose veins, with an interviewer. 

In so definite a situation as childbirth and attendant circumstances, there 
can be little disagreement between patients’ reports and physicians’ descrip- 
tions of treatments. 





1950-51 1954 
Sickness Survey Medical Care Plan 
Condition or Disease Rate per 1,000 persons per annum 
Delivery without complication 23.4 28.38 
Complications of pregnancy, childbirth and the 
puerperium 9.7 9.63 





We know that the medical care plan has a higher proportion of young 
women in the child-bearing age than in the general population of Ontario (4). 
For 28.38 births in the medical care plan there were 6.12 abortions or mis- 
carriages per 1,000 participants per annum. 

In the grouping, diseases of the bones and organs of movement, we find the 
following situation: 





1950-51 1954 








Sickness Survey Medical Care Plan 
Condition or Disease Rate per 1,000 persons per annum 
Arthritis and rheumatism except rheumatic fever 52.77 38. 66 
Other diseases of bones, joints and musculo-skeletal 9.5 25.25 


system 
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Understandably, many patients may report aches and pains to an inter- 
viewer, but would not consult a physician in all instances. The section ‘‘other 
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diseases of bones, joints and the musculo-skeletal system”’ includes surgery for 
various orthopaedic conditions, and a miscellany of conditions such as 
synovitis, bursitis, flat feet, hallux valgus and varus. In this group of conditions 
there would be a fair number not reported by patients. 

The next section, in which there is substantial agreement between what 
patients report and what physicians treat, is in the field of accidents, poisoning 
and violence, all very definite situations. Patients would tend to report these 
conditions fully. Industrial injuries are not covered by the medical care plan. 


1950-51 1954 





Sickness Survey Medical Care Plan 
Condition or Disease Rate per 1,000 persons per annum 
Fractures 13.5 13.79 
Dislocations, sprains and strains 23.1 22.91 


Lacerations, open wounds, superficial injuries, 

contusions and crushing intact skin surface, 

effects of foreign bodies going through orifices, 

unspecified causes of injury, poisoning 78.5 63.91 
Burns 8.8 4.03 


The agreement between these two reports is remarkable. Understandably, 
patients would not consult a physician for minor lacerations or burns. 

In our third grouping of main disease headings according to the International 
List are those conditions in which physicians report more episodes than are 
noted by patients. In general, these are conditions which are not obvious to the 
patient, or which the patient may not wish to discuss, such as genito-urinary 
disease. 


In the first section here are allergic, endocrine, metabolic and nutritional 
diseases. 


1950-51 1954 








Sickness Survey Medical Care Plan 
Disease Rate per 1,000 persons per annum 
Hay fever 6.7 6.25 
Asthma 11.2 6.25 
Urticaria and other allergic disorders 6.8 9.50 
Thyroid disorders, diabetes and other endocrine, 
metabolic and nutritional disorders 9.8 26.81 





Both patients and physicians are in good agreement on hay fever, while 
patients report more asthma and physicians report three times as many cases 
of endocrine and other metabolic disorders as are reported by patients. This is 
what one may expect. 

In diseases of blood and blood-forming organs, the Sickness Survey reports 
8.9 illnesses, while physicians report 28.38 episodes per 1,000 participants per 
annum. The most common medical diagnosis in this section is ‘‘anaemia”’. 


In regard to diseases of the genito-urinary system, the following information 
is presented: 


























































CANADIAN JOURNAL OF PUBLIC HEALTH Vol. 50 


1950-51 1954 
Sickness Survey Medical Care Plan 





Disease Rate per 1,000 persons per annum 
Diseases of kidney and ureter and other diseases 
of urinary system 22.6 21.21 
Diseases of genital organs 24.0 78.79 





In the medical care plan the dominant role is played by diseases of the breast, 
ovaries and fallopian tubes, with 13.27 episodes, and diseases of the uterus 
and other female genital organs, with 54.32 episodes per 1,000 participants. It 
can be well understood that patients might be reluctant to discuss these con- 
ditions with an interviewer and also that the diagnosis can only be made by a 
physician. 

In diseases of the skin and cellular tissue the following situation obtains: 


. 1950-51 1954 
Sickness Survey Medical Care Plan 


Disease Rate per 1,000 persons per annum 


Infections of skin and subcutaneous tissues 34.4 53.11 
Other diseases of skin and subcutaneous tissues 20.6 60.27 


The most common infective conditions found in both the Sickness Survey 
and the medical care plan are boils, carbuncles, cellulitis and other local skin 
infections. In the medical care plan infectious warts are commonly treated. 

In the ‘‘other diseases of the skin” in the medical care plan, the most 
common diagnoses are ‘‘dermatitis’’, eczema, disease of the sweat and sebaceous 
glands, pruritus and psoriasis. 

Especially in the latter section, it is interesting that for each one condition 
reported by patients, three are treated by physicians. It may well be that 
patients are reluctant to discuss chronic skin conditions with interviewers. 

As far as neoplasms are concerned, in the Sickness Survey, 9.4 illnesses are 
reported, while in the medical care plan 25.77 are reported. But of the latter 
group, only 4.81 per 1,000 are malignant. 

The section of ‘‘other’’ diseases is too diverse to make discussion profitable. 

From examination of our data, it would appear that increased utilization 
may be expected especially with regard to the common infectious fevers of 
childhood, the common cold and influenza, disorders of function and disease of 
the stomach and duodenum, and in the field of symptoms, senility and ill- 
defined conditions. In most of the other maladies, there is surprising agreement 
between what was reported by patients in the Canadian Sickness Survey and 
what was treated under Physicians’ Services Incorporated in Ontario. 

We would suggest that the services provided by physicians under this plan 
satisfactorily meet the needs of their patients, but it is not necessary for 
patients to consult their physicians for trivial or minor conditions. Such over- 
enthusiastic use may force medical care plans to limit payments, either by 
indemnity insurance for surgical care only, by offering only hospital medical 
service contracts, or by deterrent charges on, for instance, office calls. The sky 
is not the limit for medical or hospital care. Someone must pay. 
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In the present paper we have considered only those conditions reported by 
patients to an interviewer, and compared them with what has been noted by 
physicians in Ontario. Patients will consult a physician if they feel the need. 
But there is a considerable volume of disease which apparently does not disturb 
the patient and for which he does not consult a physician. This situation is 
described in, for instance, the Baltimore Study of Chronic Disease (6), in which 
prevalence rates are in general considerably higher than in the Canadian 
Sickness Survey or the medical care plan experience. From a purely practical 
point of view, it would appear that we should concern ourselves mainly with 
those maladies concerning which the patient himself feels discomfort, because 
in final analysis, the decision to seek medical care rests with the patient and 
with him alone. He is free to choose what he will do with his time and his 
money. 


SUMMARY 


A comparison is made between sickness episode rates reported by patients 
in the Canadian Sickness Survey 1950-51, and similar rates reported by 
physicians, 1954, in an Ontario medically sponsored prepaid medical care 
plan, Physicians’ Services Incorporated. 

As expected, patients reported considerably more episodes than those 
treated by physicians in infective and parasitic diseases, certain diseases of the 
respiratory system such as the common cold and influenza, diseases of the 
digestive system, and symptoms, senility and ill-defined conditions. 

There was close agreement between reports of patients and treatment by 
physicians in diseases of the nervous system and sense organs, diseases of the 
circulatory system, deliveries and complications of pregnancy, disease of 
bones and organs of movement, accidents, poisoning and violence. Most con- 
ditions in these categories are definite entities. 

In the third group, more difficult to diagnose in many cases, physicians 
record more episodes than are mentioned by patients. These are allergic, 
metabolic and nutritional diseases, diseases of blood and _ blood-forming 
organs, diseases of the genito-urinary system, disease of the skin and cellular 
tissue and neoplasms. 

The economic difficulty of fitting a fee-for-service payment system to an 
over-expanding rate of utilization is discussed. 
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Visual Aids in Public Health Education’ 
ANNE GRANT, M.P.H. 


HE field of visual aids is one in which I am an advocate, not an expert. 

[ protested against being assigned to speak on this subject, on the grounds 
that I am not an authority. If personal use were applied as a gauge, I would 
not even be rated an enthusiast, since all too often my presentations are not 
supported by visual aids. What you have is a speaker who reproaches herself 
for not using visual aids more frequently, and who suspects that the members 
of the audience find themselves in the same boat. This discussion will therefore 
proceed on the assumption that we all should be prodded into making more 
and better use of these tools. 

We might begin by asking ourselves why so many of us are hesitant about 
using visual aids. Try asking a few people. It is quite interesting. Reasons 
generally begin with a mild complaint about cost, but end up with an ad- 
mission that the person is uncomfortable with gadgets, gimmicks, or new- 
fangled methods. Right there we should check ourselves. Visual aids are not 
new. The term is relatively recent, but visual aids are probably as old as the 
first attempts of a teacher to explain something to a pupil. When we were 
learning to read nobody called the drawings of apples, cats, dogs, and the 
little red hen “visual aids’—but of course that is what they were. And when 
we advanced to high school the geometry teacher who hastily sketched a 
triangle or circle on the board never thought of calling it a visual aid—but that 
is what it was. 

But the school was not the first to use visual aids. Drama began out of the 
need to put religious teaching into some form that would have more impact 
than the spoken word alone. The masks of the Greek theatre and those devised 
by our west coast Indians had this in common: they were visual aids, designed 
to make the forces that rule life more real and concrete to the beholders. 

It may seem to some of you that in talking about the origin of the theatre 
I am getting too far away from the use of visual aids in health education. You 
may feel there is a great gulf between a theatrical production and your prob- 
lem when you need to show some child (or his parents) why his teeth should 
be straightened, or some expectant mother how her child develops. The 
footlight atmosphere is a bit remote from a demonstration of the danger of 
unshielded coughs and sneezes. 

I grant this, but I still think it is worth while for us to think about the 
theatre because it has been a pioneer and a great user of visual aids for 
centuries. Its writers believe a good picture is worth a thousand words. They 
believe this so profoundly that they are not stopped by lack of money, When 


 1Presented at the annual meeting of the Ontario Public Health Association, Toronto, Ont., 
October 1, 1958. 


2Health Education Consultant, Canadian Tuberculosis Association, 265 Elgin Street, 
Ottawa, Ont. 
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the budget does not provide for the right props they make notable and lasting 
efforts to surmount their difficulties. 


Consider, for example, some of the descriptive speeches from Shakespeare 
that we memorized in high school. 


“Look how the floor of heaven 
Is thick inlaid with patines of bright gold; 
There’s not the smallest orb that thou behold’st 
But in his motion like an angel sings, 
Still quiring to the voung-eyed cherubins.” 
The Merchant of Venice 


In such a passage Shakespeare and the actors coax the audience to dream 
up their own sky, studded with stars, their own moonlight—and by a combina- 
tion of words, voice, gesture and expression—they hae succeeded thousands 
of times. I think we might at least try to imitate their technique. We may not 
have such magic w ords, we may not wish to be as theatrical as an actor, but 
if we did not indulge our laziness and our self consciousness we could do 
more than we do to stir listeners’ imaginations, so that they would themselves 
provide some mental visual aids to our teaching. 

The film, film strip, poster or set of sketches are meant to be aids, helps. 
They should not be expected to do the whole job for us—even though they 
may have cost a lot of money. No matter how good our visual aids are they do 
not relieve us of the responsibility of using all our teaching powers to make a 
presentation. Visual aids are no substitute for careful preparation. They are in 
addition to, not instead of, good material. Beautiful props depend for their 
success on a good script. A great many theatrical shows with gorgeous props 
but with poor scripts have folded in short order. The producers made the 
mistake of thinking that visual aids by themselves were enough. 

Health films are generally designed to aid discussion. They are usually one 
reel long. Nobody pretends that in fourteen minutes a subject which is serious 
enough to merit a film can be wrapped up and put away. What is hoped is 
that the presentation will stimulate discussion, will be an aid to getting people 
to talk over points which they might not bring up without some extra nudging 
of their emotions or recollections. 

The same principle operates when we use slides, film strips, flip charts, 
flannelgrams, drawings or whatever other tools we can assemble or devise. 
They do not in the least lessen the need for sound, careful preparation. They 
do not reduce in the slightest our responsibility to be as much of a visual aid 
ourselves as possible. The fact that there are slides containing the figures a 
speaker is using is no excuse for rattling them off in a monotonous voice—and 
just in passing—if those figures are not visible from ev ery seat in the room 
(and generally they are not) they are not visual aids—they are visual 
annoyances. 

If there was a time when some questioned the effectiveness of presenting a 
subject in such a way that there was something to look at as well as something 
to hear, that time has gone. The peculiar power of television not only to 
convince, but to hypnotize the customer into coming back for more, has ended 
any debate. It is now a question of which visual aid should be chosen for a job. 
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It sounds obvious to say that the choice of tools depends on the job and on 
who is tackling it, but it must be kept in mind. Some tools are so fascinating 
to the mechanically minded that they would like to use them regardless of 
suitability. We just have to remember that slides should bear on the specific 
subject being discussed, and that while a film may be the very thing for a 
classroom full of children it is likely to be a bit overwhelming for one child. 

All workers concerned with health education of the public find themselves 
from time to time in a position where they must tell a person or persons that 
they are wrong. This does not exactly endear us to our listeners. It does not 
create a graciously receptive atmosphere for the ideas we want to introduce. 
In such a situation films can very often help us a great deal. They have a 

variety of approach that the average speaker cannot match. They have vivid- 
ness. They are prepared for everyone, not just for the people in that particular 
audience, so that the members of the audience do not feel singled out. The 
Canadian Tuberculosis Association distributes a film called Are You Positive? 
Its purpose is to explode mistaken ideas about tuberculosis that are still 
current. About half the time is used getting an audience into a mood where 
the members are quite willing to abandon mistaken ideas. A critical look at 
outworn views seems natural, even fun. There is no overtone of argument. 
When discussion starts the leader is in the position of being there to answer 
questions. This is much better than being there to tell people that they are 
wrong. 

There is another situation which can arise when it is desirable that a dis- 
interested agent present an idea. It is when the information to be discussed 
may be so applicable to members of the audience that it may be taken almost 
as a personal lecture given in public. Members of a health unit, for example, 
may be painfully aware that in discussing mental health problems they seem 
to be airing the difficulties of members of the community—members who may 
be seated in the audience. In most communities of any size there are to be 
found persons with emotional problems that run parallel to those depicted in 
the mental mechanism series of films produced for the National Department 
of Health and Welfare by the National Film Board. How much better to 
introduce a case of maladjustment and its sequelae by a film made far away, 
by someone who obviously could not have had members of this audience in 
mind. This helps in at least two ways. One is that the person leading the 
discussion is relieved of the appearance of picking out the problems of some- 
one in the community, even in the audience, for public discussion. Another 
advantage is that it is plain to be seen that the behaviour problems that have 
been making life miserable for some family are not unique. On the contrary. 
they are so general that they merited the trouble and expense of a film. In 
many cases this helps enormously because it dispels that sense of grievance 
which people so often feel when they think they alone have a particular cross 
to bear. They feel less isolated, less ‘alone. This helps to revive courage. 

So, when we want people to change their ideas, or when we want to avoid 
an appearance of discussing personal problems in public, a good film is indeed 
an aid. The more we know about sources, the better the chance of knowing 
where to buy, rent or borrow it. 
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There are plenty of visual aids that can be made or devised in your own 
offices. Here is one that cost five cents. It consists of two covered Petri dishes 
and contents. One is filled with five cents’ worth of jelly beans and the other 
with colourful capsules that have come to our office as free samples over the 
last few months. It could be used to demonstrate the dangers of leaving 
medicine chests unlocked in a house where there are small children, because 
any parent can see that to a small child the various pills lock just like candy. 

Or, here is a flannel board. Flannel cut-outs will stick to it. This particular 
set could be used to show how hands can carry contamination, but there is 
no end to the figures that could be used. A nurse in England told me that in 
the health department in which she worked they had a library of kits for the 
flannelgraphs. They made them up themselves. Often they cut illustrations 
from advertisements or posters. If these are backed with sandpaper they stick 
to the flannel. They had kits on about 30 topics. They used them in classes 
for expectant mothers, for food handlers’ institutes, for schools, for clinics, 
for talks to parents. We could all have such libraries. They pack easily. They 
are not heavy. They do not depend on electric current. And they can be 
changed often. 

So far I have been talking about visual aids in group work. I would not like 
to give the impression that I think that is the only place for them. Most of 
us have to deal frequently with an audience of one or two—a child, or his 
parents, or someone coming to the health unit for advice on some problem. 
Let us not think that because the audience is small it is not worth the trouble 
of a visual aid. 

Drawings were probably mankind's first visual aid. They remain the most 
available. A film is not always available—but there are plenty of scratch pads 
in the country, and plenty of pencils. There are a lot of us who think we 
cannot draw. It is true we would starve if we tried to make our living as artists 
—but we can make a drawing of a tooth, or the lungs, or the spine, that will 
show what we mean. Let us not be inhibited by lack of prowess. I once heard 
Dr. Penfield lecturing and as he turned to the blackboard to make a sketch of 
the brain he said casually: “A friend of mine once said to me that he was 
interested to observe that I always made drawings and was not at all em- 
barrassed by the fact that I don’t draw very well.” Well, admittedly he was 
no Rembrandt, but his sketch clarified what he was telling us—and what more 
did the occasion demand? 

Too many people feel self-conscious about sketches. The same self-conscious- 
ness pulls a speaker back to a script though he knows perfectly well that he 
would get more attention by speaking directly to the audience. And this same 
bugbear of self-consciousness inhibits the use of the colourful, forceful words 
which quicken the greatest of visual aids, the mind’s eye of the listener. Urged 
to try something new or different a woefully large number of persons reply 
that they are more comfortable doing the accustomed thing. 

Comfortable! Is the test of an educational effort the comfort of the teacher 
or the impact on the learner? Nobody asked us to be “comfortable”. We are 
asked to do the best educational job we can, with the best tools we can muster. 
Visual aids are among those tools. We should be using them more than we do, 
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HONOURING THE MEMORY OF DR. D. T. FRASER 


R. Donald Thomas Fraser is gratefully remembered by many of those 

engaged in public health work in all the provinces of Canada and in many 
other countries. For 33 years he was responsible in the University of Toronto 
for instruction in the broad field of preventive medicine, including bacteriology 
and immunology. He served in the Faculty of Medicine and also in the School 
of Hygiene. Throughout the years he was a senior member of the Connaught 
Medical Research Laboratories, taking an active part in the development of 
new biological products for the prevention of disease and in the forwarding of 
the research in diphtheria and other communicable diseases. His death in 1954 
in Santiago, Chile, occasioned the deepest regret. His visit to Ecuador, Peru 
and Chile was for the purpose of learning more fully of the needs of students 
from these lands for the providing of postgraduate study. Students coming to 
the University of Toronto had no warmer friend than Dr. Fraser. 

To honour his memory, a group of graduates of the School of Hygiene 
sponsored a plan to provide an annual award in the School of Hygiene to the 
postgraduate student receiving the highest standing and who seemed most 
worthy of this honour. The award is in the form of a gold medal bearing the 
inscription ““The Donald T. Fraser Memorial Medal’’. The first award was to 
Dr. Terje Due Strand of Oslo, Norway in 1957. It was pleasing that the first 
award was made to a Fellow of the World Health Organization. Dr. K. I. G. 
Benson of Vancouver received the award in 1958 and this year two awards 
were made in view of the very high standing of Dr. A. S. Arneil of Halifax, 
Nova Scotia and Dr. D. J. Hosking of Prince Albert, Sask. The provision of 
this memorial in the University of Toronte by the Alumni of the School of 
Hygiene is a most fitting tribute to Dr. Fraser. It will gain even greater 
importance as the roll of recipients grows with the passing years. 

This award relates our thoughts to Dr. Fraser as a teacher. He was also a 
great leader in medical research. Many of those who are today directing 
research in university and other research centers received from him, not only 
invaluable instruction, but inspiration to invest their lives in advancing 


knowledge in preventive medicine. Through them Dr. Fraser’s name is being 
honoured and his work lives on. 
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The Organizing Committee of the Canadian 
Public Health Association, 1910 


MAURICE MACDONALD SEYMOUR, M.D., C.M., D.P.H., LL.D., 
1857-1929 


Dr. Maurice Seymour represented Saskatchewan at 
the inaugural meeting of the Canadian Public Health 
Association in the Parliament Buildings, Ottawa, on 
October 10, 1910. He had been appointed the first 
Commissioner of Health when the province was 
created in 1905. Prior to this he served as medical 
officer of health for the Northwest Territories (the 
districts of Assiniboia, Saskatchewan and Alberta). 
Within a few years he established a Bureau of Public 
Health and, finally, the Department of which he was 
the Deputy Minister until his retirement in 1928. 

Dr. Seymour was born in Goderich, Ontario in 1857 
and graduated in medicine from McGill University in 
1879. He practised in Winnipeg and established a reputation as a surgeon in 
that city. Convinced of the importance of preventive medicine to the profession 
and to the public, Dr. Seymour, with missionary zeal, gave himself whole- 
heartedly to the control of tuberculosis and to the education of the public in 
the subject of health. 

Saskatchewan, in 1917, was the second province in Canada to undertake the 
free distribution of diphtheria antitoxin for the prevention and treatment of 
diphtheria and of other essential biological products. Dr. Seymour sponsored 
and developed a program of municipal hospitals which is the foundation of 
Saskatchewan’s present outstanding hospital service. 

Dr. Seymour was a man of rare spirit. Courageous and enthusiastic, per- 
severing, he carried out his plans for the welfare of the people with single- 
minded devotion. Appreciating the value of postgraduate instruction in public 
health, Dr. Seymour, when fifty-seven years of age, received special leave of 
absence from the Department and completed with high standing the post- 
graduate course leading to the Diploma in Public Health. The splendid depart- 
ment of health which he built was an object lesson to health administrators. 

To Dr. Seymour the Canadian Public Health Association was an essential 
public health agency. His interest was evidenced by the holding of the third 
annual meeting of the Association in Regina in 1913 on Dr. Seymour's invitation 
and under his presidency. Through his enthusiasm and careful planning, the 
meeting was an outstanding success. 

Dr. Seymour received many honours. He was an Honorary Life Member of 
the Canadian Public Health Association. He represented Canada on the health 
section of the League of Nations in 1923, and he was elected president of the 
Conference of State and Provincial Health Authorities of North America in 
1926. Ottawa University honoured him with the LL.D. degree in 1925. Public 
health in Canada has had few more zealous leaders in public health than 
Dr. Seymour. 
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1958-1959 
PART II 


REPORT OF THE EDITORIAL BOARD 


R. D. Defries, C.B.E., M.D., D.P.H., LL.D., Editor 


J. T. Phair, M.B., D.P.H., Associate Editor; Cynthia Palmer, B.A., Editorial Assistant 
Advisory Editorial Board: J. H. Baillie, M.D., D.P.H.; Gordon Bates, M.D.; A. E. Berry, 
M.A.Sc., C.E., Ph.D.; J. G. Cunningham, B.A., M.B., D.P.H.; C. E. Dolman, M.B., Ph.D., 
D.P.H., F.R.C.P., F.R.S.C.; Edna L. Moore, Reg.N., LL.D.; G. D. Porter, M.B.; A. H. 
Sellers, B.A., M.D., D.P.H.; F. O. Wishart, M.A., M.D., D.P.H.; J. Wyllie, M.A., M.D., 
Ch.B., B.Sc., D.P.H. 


THE FORTY-NINTH VOLUME of the Canadian Journal of Public Health, 
534 pages, records public health progress, problems and programs relating 
to the federal department of health and the ten provincial departments and 
the local health organizations throughout Canada. The Canadian Public 
Health Association, from the standpoint of interests, is organized in twelve 
sections. It functions through eight provincially organized health associa- 
tions. It convenes its members each year in a national health congress and 
in provincial meetings. From these meetings, the Journal receives articles 
for publication. In addition, many articles are submitted directly. Every 
effort is made to publish in each issue papers of general interest as well as 
those of interest to the members of the various sections of the Association. 

The Journal has been printed since 1919 by the University of Toronto 
Press. The quality of the publication has been frequently commended by its 
readers. One of the requirements in publishing the Journal is the service of a 
press that is familiar with scientific literature, particularly the medical field. 
This requirement is fully met by the University of Toronto Press. 

The primary problem of publication is space. The Journal, as presently 
published, consists of 56 pages in each issue. It is desired to print a larger 
number of articles as well as more news, personal items, book reviews and 
abstracts. The problem of space is primarily a problem of costs. The problem 
of costs is related to the number of paid subscriptions—the greater the 
number of copies printed, within certain limits, the lower is the unit cost. 
This, in turn, reflects the importance which individual members place on the 
Journal. A prominent public health administrator expressed the opinion that 
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he could appraise a public health worker's contribution to his department 
by the presence or absence in his office of a file of public health journals 
and other references. The twelve issues of the Journal each year constitute 
an up-to-date text book in the field of public health and preventive medicine. 
The Journal is the means of keeping those who are engaged in special fields 
in touch with the whole field of public health. Every member of the health 
department should have his own file of the Journal and make use of the 
carefully prepared index which is published in the December issue. The 
adoption of this practice would be of definite assistance in the editing and 
financing of the Journal. To make the Journal readily accessible, cardboard 
filing boxes holding six or twelve issues can be conveniently used. 


Content of the Journal 


In the 12 issues last year 78 papers were published, either as separate articles 
or grouped together as symposia. Twenty-seven of these were in the field 
of administration, including communicable disease control and vital statis- 
tics. Ten of the papers published related to the field of medical care, in- 
cluding the presentation of problems of chronic diseases, aging and re- 
habilitation. Twelve papers were published in public health nursing, child 
and maternal health and health education; 10 in environmental sanitation; 
2 in dental health; 4 in mental health; 5 in industrial hygiene; 2 in veterinary 
public health. Six laboratory articles were published as well as abstracts of 
20 laboratory papers presented at the Christmas meeting of the Laboratory 
Section. During the year the Journal devoted 51 pages to Association reports 
and news of the provincial divisions of the Association. Twenty-four pages 
were used for editorials and 36 pages for presentation of personals and news 
items from all the provinces. Thirty-six books were reviewed. 

Of special interest was the publication during the latter part of 1958 of a 
series of articles on federal and provincial public health services. Each 
article outlines the present organization and records in chronological order 
the historical highlights of its development. It is planned to continue publi- 
cation of these articles during 1959 and to issue the series as a commemora- 
tive volume marking the fiftieth year of the Association and the Journal. 


Publishing costs 


The printing charges for the Journal again increased in 1958 amounting 
to $19,850.68 including the distribution costs. This amount compares with 
$18,429.56 for the year before, an increase of $1,421.12. Every effort was 
made to keep the costs as low as possible. From the financial standpoint, 
the unit costs of publishing the Journal are reduced as new members are 
added since the major cost in producing the Journal is the typesetting. The 
reduction in unit cost effected by increased circulation—despite constantly 
rising charges for labour and paperstock—is illustrated by the experience of 
the past three years. The cost per volume (12 issues) in 1956 was $6.08, in 
1957 $5.66 and in 1958 $5.39. During this period the average number of 
copies printed monthly increased nearly 25%. 
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Careful editing of articles is an important factor in controlling publishing 
costs. The amount of editing required depends on the care which an author 
exercises in preparing the manuscript. Frequently, articles are condensed 
or presented in abstract form, thus reducing the publishing costs and per- 
mitting the inclusion of additional papers. Hundreds of dollars could be 
saved each year if greater care were used in the preparation of manuscripts. 
To assist authors the Journal supplies the publishing requirements and offers 
helpful suggestions. A large expenditure is entailed in author’s changes made 
after an article is set in type. A minor change in a line of type necessitates 
resetting the line and the change of a phrase in a sentence may mean re- 
setting an entire paragraph. 
Circulation 

The circulation of the Journal during 1958 decreased from 3,518 in June to 
an audited total circulation of 3,287 in December due to the removal of 
names of subscribers in arrears. In December the distribution was as follows: 
British Columbia—420, Alberta—240, Saskatchewan—284, Manitoba—161, On- 
tario—903, Yukon and Northwest Territories—11, Quebec—269, New Brunswick 
—71, Nova Scotia—292, Prince Edward Island—68, Newfoundland—25, United 
States—230, Other countries—196, Free—117. The Journal circulation by occupa- 
tion was: doctors—1,060, public health nurses—938, public health workers—425, 
miscellaneous—445, libraries—342, hospitals—77. 


Advertising 
The net income from advertising increased by approximately $500.00 during 


1958. Three new advertisers commenced to use the Journal: Chilean Iodine 


Educational Bureau, Inc., Parke, Davis & Co., Ltd., and James H. Wilson 
Limited. 





It is pleasing that there is an increasing interest on the part of the provincial 
divisions in the problems of the Association, including the publication of the 
Journal. A committee of the British Columbia Branch made a study of the 
publication costs and investigated possible ways of reducing these expendi- 
tures. Valuable suggestions were given by the Information Services of the 
Department of National Health and Welfare. The Editor values highly the 
interest manifested in the Journal in this and other ways. 

Again, the Editor desires to express his appreciation of the valuable services 
of Mrs. C. Palmer as Editorial Assistant, and of Mrs. A. C. Munro and Miss 


R. Roness for their contribution to the publishing of the Journal during the 
past year. 


REPORT OF THE COMMITTEE ON MEMBERSHIP 
G. W. O. Moss, M.D., D.P.H., Honorary Secretary 


DURING THE LATTER PART of 1957 this Committee, in co-operation with 
the various provincial branches and associations, undertook a membership 
campaign to enrol the maximum number of public health workers in Canada. 
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A booklet entitled Know Your Association and a pamphlet entitled One 
Membership were prepared and printed through the national office. The de- 
mand for these publications was heavy and they were distributed to all the 
provincial organizations. As in previous years, the enlistment of new members 
and maintaining of membership rolls have been managed by the provincial 
bodies. The national office has continued to provide them with necessary 
printed material, e.g., invoice forms, application forms, membership cards and 
other material related to recruitment. In 1958 the paid-up membership was 
1,767. This reflects a further increase over 1957. The membership consists of 
physicians, dentists, veterinarians—655; public health nurses—771; public health 
workers—341. This group includes sanitary inspectors, sanitary engineers, labora- 
tory personnel, public health educators, statisticians and others. Following is 
the membership distribution by provinces: British Columbia 363; Alberta 194; 
Saskatchewan 200; Manitoba 87; Ontario 498; Quebec 144; Prince Edward 
Island 61; Nova Scotia 141; New Brunswick 64; Newfoundland 3 and United 
States 12. 

Although membership has been increasing steadily over the past several 
years, there are many engaged in public health work in Canada who have not 
yet become members of their provincial association and, in turn, of the national 
association. The provincial bodies are urged to continue their efforts to present 
the claims of membership to all public health workers. 


REPORT OF THE COMMITTEE ON PROFESSIONAL EDUCATION 


James M. Mather, M.D., D.P.H., Chairman 
Miss Ruth M. Morrison, Secretary 


THIS COMMITTEE was extensively reorganized last year and its activities 
during the past year have been largely concerned with consolidating this re- 
organization and making plans for action in future years. The plan of action 
as outlined in our report to the Executive Council in 1958 was followed. 

We have been impressed by the difficulties attendant upon forming a repre- 
sentative committee from the groups who have an interest in and a contribution 
to make to a continuing study of this matter. A voluminous correspondence 
and inevitably prolonged delay was attendant upon forming this committee. 
We realize that this delay is difficult to avoid and may even be justifiable in 
view of the long-range task facing the committee. One would plead for as 
prompt an action as possible on future correspondence. 

A very representative committee has been evolved along the lines outlined 
in our report for 1958. The membership of the committee is as follows: Deputy 
Ministers of Health: British Columbia, Dr. G. F. Amyot; Alberta, Dr. A. 
Somerville; Saskatchewan, Dr. F. B. Roth; Manitoba, Dr. M. R. Elliott; Ontario, 
Dr. W. G. Brown; Quebec, Dr. J. Gregoire; Nova Scotia, Dr. J. S. Robertson; 
New Brunswick, Dr. J. A. Melanson; Prince Edward Island, Dr. O. H. Curtis; 
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Newfoundland, Dr. L. Miller and Department of National Health and Welfare, 
Dr. G. D. W. Cameron; Schools of Hygiene: Montreal, Dr. A. Frappier; 
Toronto, Dr. A. J. Rhodes; Sectional Representatives: Dental Public Health, 
Dr. J. C. Bouillon, Montreal; Environmental Hygiene, (i) Dr. A. E. Berry, 
Toronto (Sanitary Engineering), (ii) Mr. J. A. Stringer, Vancouver (Sanitary 
Inspectors ); Industrial Hygiene, Dr. R. Sutherland, Toronto; Laboratory, Dr. 
E. J. Bowmer, Vancouver; Medical Care, Dr. G. LaSalle, Montreal; Medical 
Officers, no nomination; Public Health Education, Dr. M. E. Nix, Montreal; 
Public Health Nursing, Miss C. Charter, Vancouver; Public Health Nutrition, 
Dr. J. E. Sylvestre, Quebec; Veterinary Public Health, no nomination; Vital 
Statistics, no nomination; Ex Officio: Dr. R. D. Defries, Toronto. We would be 
most grateful if the sections which have not yet made a nomination will do so 
promptly. 

When we sent our invitations for membership we asked, in each case, that 
the prospective committee member indicate any problem that he felt that the 
Committee on Professional Education might reasonably consider. Three areas, 
in the opinion of the prospective committee members, required study. These 
were: (i) public health educators, (ii) public health statisticians, and, (iii) 
sanitary inspectors. We have begun, this past year, a study in the field of 
training and standards for sanitary inspectors. 

A local working subcommittee to study the training and standards for sani- 
tary inspectors was created. The personnel of that subcommittee is as follows: 
Chairman, Dr. James M. Mather; Members, Mr. R. Bowering, Provincial Sani- 
tary Engineer, Victoria; Mr. R. Goodacre, Provincial Health Educator, Victoria; 
Miss R. M. Morrison, Associate Professor, School of Nursing, University of 
British Columbia; Dr. S. S. Murray, Senior Medical Health Officer, Vancouver; 
Mr. A. R. Shearer, Assistant Director of Provincial Laboratories, Vancouver; 
Mr. J. A. Stringer, Sanitary Inspector, Vancouver. 

Two meetings of this subcommittee have been held. The closest relationship 
has been established with Dr. A. E. Berry and his Committee on the Certifica- 
tion of Sanitary Inspectors, and with the Canadian Institute of Sanitary 
Inspectors. 

The training and standards for sanitary inspectors are matters that merit 
much detailed study. The subcommittee is not, at the present time, in a position 
to make definite recommendations. However, it will continue its deliberations 
during the coming year. 

All of this may seem cumbersome, slow and inefficient. However, we do 
believe that the plan has merit. The Committee on Professional Education has 
obviously a long-term responsibility, it should not be hurried, it should render 
mature and considered recommendations. It should have a representative mem- 
bership both from the geographical and specialty viewpoint. The creation of 
local working subcommittees to deal with problems up to the point where they 
can receive advice from the Committee membership as a whole would seem to 
be a desirable and practical method of approach. 


Your Committee on Professional Education would welcome any suggestions 
for its further activities. 
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REPORT OF THE COMMITTEE ON THE CERTIFICATION OF 
SANITARY INSPECTORS 


A. E. Berry, M.A.Sc., C.E., Ph.D., Toronto, Chairman 


R. Bowering, M.A.Sc., Victoria A. McDermott, M.B., B.Ch., St. John’s 

O. H. Curtis, M.D., D.P.H., Charlottetown ]. A. Melanson, M.D., D.P.H., Fredericton 

R. D. Defries, M.D., D.P.H., Toronto G. W. O. Moss, M.D., D.P.H., Toronto 

J. Gilbert, M.D., D.P.H., Montre: al A. S. O'Hara, F.R.S.H., Toronto 

H. L. Hogge, B. ‘Se., Edmonton L. A. Pequegnat, M.D., D.P.H., Toronto 

t. Bi Jackson, C. S.1. (C), Toronto ]. G. Schaeffer, M. ASc., Regina 

T. J. Lafreniére, P.Eng., Montreal G. G. Simms, M.D., D.P.H., Halifax 

F. L. Lunn, C.S.1.(C), Georgetown, Ont. J. A. Stringer, C.S. L (C), Vancouv er 

H. Malcolmson, M.D., D.P.H., Winnipeg W. Mosley, M.D., D.P.H., Toronto, Secretary 


CENTRAL BOARD OF REGISTRATION AND EXAMINATION 
Dr. A. E. Berry, Chairman 


Dr. R. D. Defries Dr. G. W. O. Moss 

Dr. J. Gilbert Mr. A. S. O'Hara 

Mr. W. H. Patterson Dr. L. A. Pequegnat 

Mr. H. O. Hughes Dr. W. Mosley, Secretary 


ESTABLISHED IN 1935, the Committee on the Certification of Sanitary In- 
spectors has been charged with the establishing of qualifications and training 
of sanitary inspectors. It established the secondary school educational require- 
ments for registration for the Certificate in Sanitary Inspection (Canada) and 
during the years has raised these requirements. The Committee has assisted in 
the training of sanitary inspectors through the provision of a correspondence 
course and the furnishing of a manual of instruction. 

The C.S.1.(C) has become a recognized qualification and the status of 
sanitary inspectors has been strengthened. To date, 1,153 candidates have 
received the certificate. This is indeed a major contribution to public health in 
Canada. The past year has recorded further progress in the work of the Com- 
mittee. Sixty-one candidates were awarded the Certificate. 

At the last annual meeting in Vancouver the Executive Council approved the 
reorganization of the Committee on Professional Education and Dr. J. M. 
Mather, Head, Department of Preventive Medicine, University of British 
Columbia, was appointed chairman. One of the three fields in which this com- 
mittee is conducting a study is that relating to sanitary inspectors. The partici- 
pation of Dr. Mather’s committee will make possible wider study of educa- 
tional requirements, content and courses of training and the changing field 
of the sanitary inspector's work. Dr. Mather’s subcommittee dealing with this 
aspect of professional education is working closely with the central committee. 
In this way, the Association is augmenting its effort in planning for sanitary 
inspectors. 

The Committee has revised the syllabus of training, bringing it up-to-date. 
The syllabus is a valuable aid in ‘the planning of training courses and of 
eae importance to the individual candidate in his preparation for certi- 

cation. 


The Committee has given consideration to the request that the Association 
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consider the establishing of certification in plumbing inspection. This request 
was presented by the Ontario Public Health Association. The Committee has 
reviewed the subject thoroughly and it is now recommending to the Executive 
Council that the Association should not at this time, undertake either the 
training or certification of plumbing inspectors. 

A communication was received from the Royal Society of Health stating that 
the holding of the Certificate in Sanitary Inspection (Canada) as granted by 
the Canadian Public Health Association would be accepted as qualification for 
full membership in that Society. 

The Committee gave consideration during the year to the conduct of 
examinations, including content of questions and other pertinent matters. 

There are two Souneal courses of instruction regularly offered in Canada. 
These are in the School of Hygiene, University of Montreal, Montreal, and in 
the Environmental Sanitation Training Centre, Ontario Department of Health. 
The Association provides a correspondence course for candidates in the pro- 
vinces which have not formal courses. The correspondence course has func- 
tioned for the past twenty years and the conduct of this course has been a most 
valuable contribution. The services of Mr. Mark Flattery C.S.I.(C), Senior 
Sanitary Inspector with the Manitoba Department of Health and Public Wel- 
fare, have been invaluable in the conduct of these courses. 

The Committee desires to express its appreciation of the generous co- 
operation extended by the federal and provincial departments of health and the 
University of Montreal in providing formal courses of instruction, in arranging 
field training and in participating in the examinations. 


REPORT OF THE COMMITTEE ON RECRUITMENT OF 
PUBLIC HEALTH PERSONNEL 
William Mosley, M.D., C.M., D.P.H., Chairman 
THE CONTINUED DEVELOPMENT of public health services is dependent 
upon the availability of trained public health personnel. The importance of this 
fact is reflected in the efforts that are being made in various countries to present 
to high school and university students the opportunities for careers in public 
health. So urgent is this need in the United States that not only official health 
agencies but several of the national voluntary health agencies are providing 
millions of dollars in bursaries to enable promising students to enter the fields 
of medicine, nursing and public health. Recruitment is a field in which the 
Canadian Public Health Association should take an increasing part. 

During the past year the Committee has supplied a folder entitled “Public 
Health as a Career” which has been distributed to medical students through 
the co-operation of the professors of hygiene and preventive medicine in the 
faculties of medicine. In this way, the Association has assisted the heads of 
these departments in interesting students in this field of medicine. 

The Committee hopes to extend its work through preparation and distribu- 
tion of suitable literature and to co-operate with other agencies that are en- 
deavouring to enlist members in special fields of health work. 
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Federal 


On May 8 the Minister of National Health 
and Welfare, the Hon. J. Waldo Monteith, 
tabled in the House of Commons a report 
on strontium 90 levels in milk powder 
samples for the period April to December, 
1958. Mr. Monteith stated that this is the 
second in a series of reports which will deal 
with the measurements of radioactive fall- 
out in air, rainfall, soil, various foods and 
human beings. He noted that the depart- 
ment is extending its fallout sampling pro- 
gram, that it is studying the genetically 
significant dose from the medical use of 
X-rays and that at a later stage it is pro- 
posed to investigate the variation in natural 
radiation levels. 

Dr. W. J. Connelly, for the past two years 
regional medical health officer in Weyburn, 
Sask., has joined the child and maternal 
health division, Department of National 
Health and Welfare. Dr. Connelly is a 
graduate in medicine and public health from 
the University of Glasgow and held public 
health posts in the United Kingdom before 
coming to Canada. 

The subcommittee on addiction to alcohol 
and other drugs, of the Department of 
National Health and Welfare’s advisory com- 
mittee on mental health, met in Ottawa late 
in May under the chairmanship of Dr. L. P. 
Gendreau, deputy commissioner of peni- 
tentiaries, Department of Justice. The 
Dominion-Provincial Nutrition Committee, 
composed of nutritionists from all provinces 
and the staff of the Department of National 
Health and Welfare’s nutrition division, also 
met at the end of May to hear reports of 
provincial activities and to discuss edu- 
cational materials and techniques. 

Dr. H. R. McLaren, dental health division, 
Department of National Health and Wel- 
fare, recently accompanied an Arctic survey 
team from Indian and northern health ser- 
vices to make observations and gather data 
for the planning of dental services for resi- 
dents of Canada’s northern areas. 

Miss Pauline Vallieres, a graduate of 
Laval University and formerly a dietitian at 
the Ottawa General Hospital, has joined the 
staff of the nutrition division, Department 
of National Health and Welfare. 

As part of Quebec’s program to extend 
better diagnostic facilities to all parts of 


Notes 


that province, national health grants toward 
the cost of diagnostic X-ray equipment have 
been awarded to l’H6pital Saint-Joseph du 
Precieux Sang, Riviére du Loup, and to 
the Hotel Dieu Hospital, Montreal. 

R. A. Chapman, Ph.D., assistant director, 
scientific services, food and drug directorate, 
Department of National Health and Wel- 
fare, was selected as the 1959 winner of 
the international award of the Institute of 
Food Technologists for outstanding service 
in promoting the international exchange of 
ideas in food technology or whose work had 
led to greater understanding in this field. 

Dr. M. J. M. LaSalle, formerly with the 
Vienna office of the immigration medical 
service, Department of National Health and 
Welfare, has returned to Canada to take 
charge of a new quarantine and immigration 
medical clinic recently opened in Winnipeg. 
Dr. R. D. Thompson, assistant chief of the 
quarantine, immigration medical and_ sick 
mariners’ services, left Ottawa in June 
to take charge of the Vancouver office. He 
succeeds Dr. W. E. Gregson who is retiring. 

F. R. Wake, Ph.D., chairman, department 
of psychology, Carleton University, Ottawa, 
is serving during the summer months as con- 
sultant in psychology in the mental health 
division, Department of National Health and 
Welfare. 

C A. Morrell, Ph.D., director, food and 
drug division, Department of National 
Health and Welfare, recently attended a 
WHO meeting on quality control of new 
pharmaceutical products held in Geneva, 
Switzerland. He also visited Rome to study 
the controls over pharmaceutical prepara- 
tions made in Italy. 

A $10,000 national health grant was 
recently approved to assist the epileptic 
division of the British Columbia Society for 
Crippled Children in establishing an in- 
formation center for epileptics. The new 
program, also supported by voluntary funds, 
will be developed gradually to provide re- 
habilitative, medical and social support for 
epileptics. 

Phillipe Manseau and Gilles Levesque, 
1959 graduates of I’Ecole Polytechnique, 
University of Montreal, have joined the 
Montreal office of the division of public 
health engineering, Department of National 
Health and Welfare. James Forrest, a 1959 
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graduate in engineering from the University 
of New Brunswick, has joined the Moncton 
office where he succeeds A. J. Hiscock who 
has resigned. 


British Columbia 


Dr. G. F. Amyot, Deputy Minister of 
Health, attended the Twelfth World Health 
Assembly at Geneva, Switzerland during the 
latter part of May. Dr. Amyot was a mem- 
ber of the official Canadian delegation, an 
appointment he also held at the first As- 
sembly in 1948. After leaving Geneva, the 
Deputy Minister visited rehabilitation 
centers in England. 

A pilot program of rheumatic fever pro- 
phylaxis has been put into operation in 
selected areas of the province. The Duckett 
Jones criteria for diagnosis are being used, 
children up to the age of 18 will be in- 
cluded, and length of treatment will be five 
years after the last attack, or until age 18, 
whichever is longer. Main feature of the 
treatment will be a daily dose of 400,000 to 
500,000 units of oral penicillin, which is 
being supplied through a national health 
grant. Prime responsibility for initiating and 
continuing treatment remains with the 
family physician, in close co-operation with 
the local health unit. Regional committees, 
consisting of two physicians and the local 
health unit director, will exercise immediate 
supervision of the program. They will report 
to the parent committee, which is composed 
of representatives from the Canadian Medi- 
cal Association, B.C. Division, the Depart- 
ment of Paediatrics of the University of 
British Columbia, the B.C. Heart Founda- 
tion and the Provincial Health Branch. It is 
expected that the public health nurse will 
play an integral part in the program, as she 
did in Saskatchewan during the successful 
application of the plan in that province. 

Volunteer health workers, on an individual 
basis, have been active for many years in 
the Saanich and South Vancouver Island 
Health Unit, where they receive instructions 
and guidance in child health conference 
work. Early this year the director and senior 
nursing staff of the unit outlined a plan to 
place this welcome assistance on a formal 
group basis, and the response to this move 
has been encouraging. A training program 
has been proposed, with those wishing to 
assist in the child health conferences meet- 
ing separately from those helping in the 
school program. The ultimate goal is a 
trained, well-informed auxiliary group that 
will release more of the public health nurse’s 
time for her wider professional functions, 
and that will take the initiative in recruiting 
and training new members. 

Recent attention focused on the hazards 
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of inadequately safeguarded X-ray and 
fluoroscopic machines resulted in an enqui 
by provincial and metropolitan health unit 
personnel into the use dah apparatus in 
physics departments of British Columbia 
high schools. Machines were found in five 
schools and their use was discontinued by 
the school authorities after the radiation 
dangers had been explained. 


Alberta 


Dr. John W. Scott, who has been Dean 
of Medicine at the University of Alberta 
since 1948, is retiring at the end of August. 
He graduated from McGill University in 
1921, and has been a member of the Faculty 
of Medicine for 35 years. Appointed to 
succeed Dr. Scott is Dr. Walter C. Mac- 
Kenzie, a Dalhousie graduate, who has been 
Professor of Surgery at the University of 
Alberta since 1950. Dr. J. S. Thompson, 
Professor of Anatomy and Executive Secre- 
tary of the Faculty, has been appointed 
Assistant Dean. 

Dr. John B. Newton of Indian and 
Northern Health Services at Fort Smith, 
N.W.T., has been appointed Medical Officer 
of Health with the North-Eastern Alberta 
Health Unit at St. Paul. He is a graduate of 
Liverpool University and of the School of 
Hygiene at the University of Toronto. 

An amendment to the Health Unit Act 
passed at the recent session of the Provincial 
Legislature provides for the payment of 
supplementary grants to health units having 
a population density of less than five persons 
per square mile. Another feature of the new 
legislation enables the national parks in 
Alberta to augment the public health services 
presently provided by the federal govern- 
ment. 


Saskatchewan 


Dr. Alexander Robertson, head of the 
Department of Social and Preventive Medi- 
cine, University of Saskatchewan, has an- 
nounced provision of a public health pre- 
ceptorship scheme by which several third- 
year students in the Faculty of Medicine 
may spend ten weeks observing and assist- 
ing in one of Saskatchewan’s health regions. 
Through a grant from the Milbank Memorial 
Fund of New York the student will receive 
$750, and travel and other expenses. This 
scheme is in addition to the present existing 
preceptorship program in rural general prac- 
tice with its provisions that third-year stu- 
dents must spend two weeks with a general 
practitioner in a rural center. The grant will 
enable a member of the faculty to visit each 
cf the several preceptors personally and to 
strengthen the link between them and the 
College of Medicine. 


ing 


NEWS NOTES 307 


Manitoba 


Former students and many other friends 
of Dr. F. C. Cadham, Winnipeg, will be 
leased to learn that he was recently 
a by his alma mater, receiving the 
degree of ‘LL.D. Dr. Cadham is Emeritus 
Professor of Bacteriology and is renowned 
not only as a teacher but also for the im- 

rtant contributions to research which he 
* made, For eighteen years he was pro- 
vincial bacteriologist and director of the 
provincial laboratories. 


A highlight of the recent in-service train- 
ing program for a public health 
nurses was a field trip to the Manitoba 
School for Mental Defectives at Portage la 
Prairie, Manitoba. The entire nursing staff 
spent the day touring the buildings and 
attending lectures. Dr. H. S. Atkinson, medi- 
cal superintendent, welcomed the group and 
explained the many functions of the institute. 
A most informative clinical demonstration 
was presented by Dr. G. H. Lowther. 


A refresher course for senior technicians 
in laboratory and X-ray units was held re- 
cently at Portage la Prairie and was con- 
ducted by Messrs. W. Allison and G. Grant. 


Dr. E. Snell, medical director at Portage 
la Prairie, has become assistant medical 
director in the St. James Health Unit. 


In order to determine the effect of fluori- 
dation of the city’s water supply, upon the 
dental health of its citizens, a dental survey 
of more than 1,000 school children was con- 
ducted in Brandon, Manitoba. This is the 
fifth consecutive year for such a survey and 
results will not be made public until a fair 
trial for some period of time has been 
allowed. 


Mrs. Ruth Cumings, School of Public 
Health, Harvard University, was guest lec- 
turer at the Nursing Institute for senior and 
public health nurses, June 22 to 26, at the 
University of Manitoba. Sponsored by the 
Manitoba Department of Health and Public 
Welfare, in co-operation with the School of 
Nursing, and Extension and Adult Educa- 
tion, University of Manitoba, the Institute 
was under the direction of Miss Margaret 
Hart, Director of Nursing Education, Uni- 
versity of Manitoba. 


Dealing with the Indian and Metis a 
three volume report which was two years in 
the making, was released recently. Prepared 
under the direction of Jean H. Lagasse, 
Director of Social and Economic Research, 
the report contains many recommendations 
with regard to the welfare, education, em- 


ployment opportunities and community de- 
velopment. 


Ontario 

Health Minister Matthew B. Dymond an- 
nounced the appointment of Dr. John D. 
Atcheson, former director of treatment 
services, Department of Reform Institutions, 
to the Mental Health Division of the Ontario 
Department of Health, to be in charge of the 
development of Thistletown Hospital and 
related services for emotionally disturbed 
children. A graduate of the University of 
Western Ontario, Dr. Atcheson has been an 
associate on the staff of the department of 
psychiatry, Faculty of Medicine of the Uni- 
versity of Toronto for several years. 


School of Hygiene, University of Toronto 

The following candidates successfully com- 
pleted their examinations in the following 
courses in the School of Hygiene. Diploma in 
Public Health—Arneil, Dr. A. S., Halifax, N.S. 
Boyko, Dr. M., Sarnia, Ont. Brathwaite, 
Dr. A. R., Jamaica. De Grosbois, Dr. P. S., 
Kingston, Ont. Edwards, Dr. J. K., Toronto, 
Ont. Frank, Dr. W., Toronto, Ont. Hosking, 
Dr. D. J., Prince Albert, Sask. Huntington, 
Dr. M. E., Toronto, Ont. Jackson, Dr. R. F., 
Ottawa, Ont. McKibbon, Dr. L. M., Toronto, 
Ont. MacPherson, Dr. W. C., Clarkson, Ont. 
Mahorkadan, Dr. S., Ceylon. Moore, Dr. 
J. E., Toronto, Ont. Morison, Dr. J. B., Win- 
nipeg, Man. Nicolle, Dr. D. O., Ceylon. 
Pannikkar, Dr. M. K., St. Lucia. Peters, Dr. 
R. V., London, Ont. Premachandra, Dr. H. 
C. B., Ceylon. Ratnasabapathy, Dr. P. K., 
Ceylon. Rogers, Dr. R. M., Toronto, Ont. 
Severs, Dr. D., St. John’s, Newfoundland. 
Diploma in Industrial Health—Chmara, Dr. 
J., Oshawa, Ont. La-Flamme, Dr. R., Quebec, 
P.Q., Diploma in Dental Public Health— 
Chavalit, Dr. N., Thailand. Grey, Dr. H. S., 
Toronto, Ont. Gavriloff, Dr. T. J., Montreal, 
P.Q. Salter, Dr. W. A. T., Victoria, B.C. 
Ward, Dr. A. E., Port Arthur, Ont. Zacherl, 
Dr. W. A., Edmonton, Alta. Diploma in 
Bacteriology—Butler, R. W., St. John’s 
Newfoundland. Chatiyanonda, Dr. K., Thai- 
land. Dupré, Dr. S., Vercheres, P.Q. Earle, 
Dr. W. P., Toronto, Ont. Magus, M., Toronto, 
Ont. Romeyn, Dr. J. A., Fort San, Sask. 
Rozee, K. R., Halifax, N.S. Smith, H. B., 
Toronto, Ont. Uriguen, Dr. D., Ecuador. 
Certificate in Public Health—( Nutrition); 
Gillis, Miss M. G., Sydney, N.S. 


Nova Scotia 


Miss Shirley Martin and Miss Annie Perry, 
both of Cape Breton joined our staff re- 
cently. Miss Martin is working in the Sydney 
area and Miss Perry in the Dartmouth area. 
Both of these nurses will be receiving a 
period of in-service training before going to 
university in the fall for their course in 


public health nursing. 








Books and Reports 


PERSPECTIVES IN VIROLOGY—Edited 
by Morris Pollard, University of Texas, 
Medical Branch, John Wiley and Sons, 
Inc., New York 16, published for the 
Institute of Microbiology, Rutgers Uni- 
versity, 1959, $7.00, 312 pp. 


Dr. F. R. Beaudette was a_ senior 
member of the New Jersey Agriculture 
Experiment Station of Rutgers Univ ersity 
serving from 1923 until his death in 
1957. As a tribute to his work in poultry 
pathology and the high esteem in which 
he was held bv his fellow 
svmposium—Perspectives in 


scientists, a 
Virology — 


was held to which twentv virologists, 
European as well as American, con- 
tributed. Selman A. Waxman’s intimate 


foreword reveals the working of Beau- 
dette’s mind and his contribution to the 
development of streptomycin. The sym- 
posium was most carefully planned and 
each of the twelve chapters is a con- 
tribution by an outstanding virologist or 
a group of virologists. Included is a 
record of the extemporaneous discussions 
of these papers by forty-five leading 
virologists. The book prov ides a compre- 
hensive introduction to present knowl- 
edge and the potentialities for future re- 
search in this field. The subjects dis- 
cussed are the chemical content of viruses, 

the ecology of viruses, practical applica- 
tion of virology to the development of 
vaccines, and an introduction. to new 
developments in viral oncology. All who 
are interested in virus diseases will ap- 
preciate these articles and the discussions 
of leading virologists. 


SOCIOLOGY. With application to Nursing 
and Health Education. Francis J. Brown, 
Prentice-Hall, Inc., 1957. 568 pp., $7.00 


Public health personnel will find in 
this presentation of sociology a treatment 
of the subject which is particularly help- 
ful to them. Each of the chapters in 
parts I through IV is a basic treatment 
of sociology and, taken together, they 
develop the entire field with no more 


than occasional reference to nursing or 
other specialized interests. Part V con- 
sists of factual analyses written by 
specialists of individual and community 
health problems. This volume has already 
established its value in nursing and 
affiliated fields in public health. 


COMPREHENSIVE MEDICAL SERVICES 
UNDER VOLUNTARY HEALTH IN- 
SURANCE. A Study of Windsor Medical 
Services. Benjamin J. Darsky, Nathan 
Sinai and Solomon J. Axelrod. Harvard 


University Press, Cambridge, Mass., 1958. 
391 pp., $8.25. 


This is a report of a comprehensive 
study of Windsor Medical Services, Inc. 
which was established under the auspices 
of the Essex County Medical Society in 
Ontario. The study was conducted by 
senior members of the Bureau of Public 
Health Economics, School of Hygiene, 
University of Michigan and was sup- 
ported by the Health Information 
Foundation, New York. The health in- 
surance plan conducted by the Essex 
County Society was of the laboratory 
type and had as one of its purposes the 
breaking of new ground. The study 
embraced the relationships of the three 
major components: participating physi- 
cians, the Windsor Medical Services and 
the public. The Windsor Medical 
Services co-operated fully as evidenced 
by the fact that 97% of the physicians 
responded to the questionnaire and gave 
the necessary time for interviews. The 
insurance plan provided physician’s care 
by general practitioners and by specia- 
lists in office, home and hospital with 
physicians paid on a fee-for-service basis. 

This is in every sense a model, com- 
prehensive study. The findings of this 
study of medical services under voluntary 
health insurance in Windsor are of great 
importance to practising physicians and 
to public health authorities. Every 
student of health insurance will value 
this volume. 
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